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No other nationally 
distributed 
pharmaceutical products 
may be obtained as 
és quickly and as easily as 
Convenient those bearing the Lilly 
i label. Not only is there a 
representative assortment 
of Lilly products in 
nearly every retail 
Corner pharmacy, but there are 


also more than two 


Drug Store : hundred selected drug 
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wholesalers who feature 
complete Lilly stocks. 
Your pharmacist need 
only call the near-by 
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his stock or to secure new 
items. Depend on your 
pharmacist to serve you. 


Hilly 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
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New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk. 


PRINCETON, NEW JERSEY 


PEEP-O-DAY LIBRARY, 


a low cost antibiotic in the broad-spectrum field is 


UREOMYCIN 


Hydrochloride Crystalline 


because 
Low dosage of aureomycin has very frequently been reported in 
the literature to be entirely effective. 


Small amounts of aureomycin may reduce disability, or hospital 
stay, to a few days. 


Early use of aureomycin may forestall those failures that have been 
reported in the literature following penicillin and streptomycin. 


The proven range of clinical usefulness of aureomycin is so wide 
that, when clinical diagnosis is established, prolonged and costly 
laboratory studies are largely unnecessary. 


50 mg.—Vials of 25 and 100. 
100 mg.—Vials of 25 and bottles of 100. 
250 mg.—Vials of 16 and bottles of 100. 


Capsules: 


Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 ce. distilled water. 


LEDERLE LABORATORIES DIVISION amexvca WG id couvany 30 Rockefeller Plaza, New York 20, N.Y. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is stiuated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
ea Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


SALES and SERVICE 
GO HAND IN HAND 


WINCHESTER’S corps of experienced sales representatives are equipped 
to take care of your every need for; FURNITURE, EQUIPMENT, INSTRU- 
MENTS and SUPPLIES. 


We have the TRAINED PERSONNEL and the facilities to SERVICE the 
EQUIPMENT that We Sell. 


From our files— 

Statement from a young physician who recently came to us for, FURNITURE, 
EQUIPMENT, INSTRUMENTS and SUPPLIES. We quote; ‘An older physician of 
many years experience advised me to purchase my equipment from WINCHESTERS, 
that they SERVICE the equipment they sell.’’ 


inche ster 
CAROLINAS HOUSE OF ~SERVICE 


Winchester Surgical Supply Co. Winchester - Ritch 
9 East 7th St Tel.2-4109 Charlotte N C AUW Smith St Tel. 5656 


Surgical Co. 
Greensboro. N. C 
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The Blue Shield Plan of North Carolina Is 


Hospital Saving Association, Chapel Hill 


Together, the Society 


and the Association 


OFFER THE Doctors Program 


4 
7 
| YOUR MEDICAL SOCIETY SPONSORS 

HOSPITAL SAVING ASSOCIATION 
PEOPLE OF NORTH CAROLINA : 
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DON'T MISS 


teaspoon dosage 


good taste 


effective therapy 


CRYSTALLINE. 


Supplies 250 mg. 
of pure crystal- 
line Terramycin 
in each palatable 


(FLAVORED) teaspoonful — 


¢ F suspension and convenient 


unexcelled for 
patients young 


Pfizer’ 
7 
| APPEARING REGULARLY IN THE J. A.M. A. 
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“diabetes mellitus . 
shows a marked 
familial 
tendency” 


Every case of diabetes is a clear indication to test the patient's - 
relatives for evidence of the “pronounced inherited susceptibility 

to the development of the clinical form of the disease.”! Early 

diagnosis makes possible the early control and continuous treat- 

ment that are “of the greatest importance in reducing the incidence 

and severity of degenerative complications.” 


diabetes in children 


Testing for diabetes is especially indicated in children and youthful 
members of diabetic families, since “the age at onset is earlier in 
those cases with positive family histories of diabetes.”! Prompt 
control is a significant factor in postponing or preventing vascular 
complications—now responsible for more deaths and debility than 
all other causes in patients with onset of diabetes early in life. 


BRAND: REG. U.S. PAT. OFF. 


for urine-sugar detection 


Detection of urine-sugar is simple, reliable and rapid with 
Clinitest (Brand) Reagent Tablets. The results are directly 
read. No external heating is needed. Clinitest is excellent for 
office and clinic, and for diabetic patients. 


1. Watson, E. M., and Thompson, M. W. : 
Am. J. Digest. Dis. 18: 326, 1951. 


ELKHART, 2. Wilson, J. L.; Root, H. F., and Marble, 
A M INDIANA A.: J.A.M.A. 147:1526 (Dec. 15) 1951. 
Ames Company of 
COMPANY, INC. Connda, 
C-3 
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Children Take I 
Without the Least Bit of Fisss 


CHILDREN’S SIZE 


ASPIRIN 


Or in Food 
Or Liquid 


q 


Swallowed Whole Dissolved on Tongue 


I 
We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION of Sterling Drug Inc. 1450 Broadway, New York 18, N. Y. 
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0 increase and accelerate the 
appearance of remissions 


“Gold salts, if administered during the first year of rheumatoid 
arthritis, increase and accelerate the appearance of remis- 
sions.”* A remission rate of 66 per cent was recently noted in 
a group of gold-treated patients with rheumatoid arthritis of 12 
months or less duration. Similar patients treated without gold 
showed a remission rate of only 24.1 per cent. On the average, 
remissions appeared 10 months sooner in the gold-treated cases, 


SOLGANAL ® 


(aurothioglucose) 


*Adams, C. H., and Cecil, R. L.; Ann. Int. Med. 33:163, 1950, 


CORPORATION BLOOMFIELD, N. J. 
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AWARD WINNING 
BRASSIERES! 


Cordelia surgical 
brassieres have won the 
Blue Ribbon for five 
consecutive years. Now, 
Cordelia has won 
BOTH the GOLD MEDAL 
and BLUE RIBBON 
AWARDS at the 1952 
California State Fair 
Fashion Exhibit. 


When she ache... 
HERE ARE THE FACTS! 


Most corrective, surgical and 
maternity brassiere problems 
have been scientifically 
solved by the staff of 
Physiospecialists at 

Cordelia of Hollywood. 


THE GOLD MEDAL WINNER! 


Each Cordelia brassiere is 
lanned and made for easy, 


“CONTROL-LIFT” 
BRASSIERES 
AVAILABLE 


AT 
THESE STORES: 


individual fittings by experts Asheville 
in local stores. Wachtel’s, Inc. 
Charlotte 


Asby’s Maternity Shop 
Winchester Surgical Co. 
J. B. Ivey & Co. 
Greensbore 
Winchester-Ritch 


THE BLUE RIBBON WINNER! 
Every Cordelia brassiere is a 
luxury in fashion fabrics — \ 
beautifully, youthfully 


ical Co. 
designed. These are the facts 
judges took into con- Spainhour Co. | 
sideration — then awarded Raleigh 
Cordelia the winner! Carolina Surgical 
Supply Co. ( 
Margaret Johnson, 
c/o The Smart Shop ; 
Statesville 
Ramsey-Bowles Co. 
Wilmington 
Belk-Williams 
Winston-Salem 
Dora Shevick Fashion { 
Shop 
3107 Beverly Bivd. 
Los Angeles, Calif. 


HOLLYWOOD 
BRASSIERES 


DUnkirk 3-1365 


California's leading renter and Originators of the famous 
manufacturer of scientifically 

designed surgical, corrective, “Control-Lift’ design 
maternity and style brassieres. 
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‘Upjohn | Medicine . . . Produced with care. . . Designed for health 


_ THE UPJOHN COMPANY, RALAMAZOO, MICHIGAN 


|| Is there a sympathomimetic agent 


that will give relief from asthma without 
causing vasopressor and psychomotor 
stimulation? 

‘\ Orthoxine Hydrochloride provides 
bronchodilatation with minimal vaso- 
pressor and psychomotor stimulation. By 
modifying the configuration of a sym- 
pathomimetic amine molecule, the action 
of Orthoxine has been centered mainly 


upon bronchodilatation, thereby mini- 


mizing side-effects arising from vasopres- 
sor or psychomotor-stimulating activity. 


HYDROCHLORIDE 


BRAND OF METHOXYPHENAMINE 


Bottles of 100 and 500 tablets. 
Orthoxine Hydrochloride (100 mg.) tablets 


contain beta-(ortho-methoxypheny!)-isopro- 


quired 


pyl-methylamine hydrochloride, a broncho- 
dilator and antispasmodic. 

For Adults: 1 to 1 tablet (50 to 100 mg.) 

For Children: half the dose 

For Both: Repeat every 3 to 4 hours as re- 


* Trademark, Reg. U.S. Pat. Of. 


| ¥ Ps 
af 
/ 
CAS, 
before : 
after 
treatment 
| 
| 
| 
| 
\ 


ADVERTISEMENTS November, 1952 


so many new things 
in this new supplement... 


For almost forty years now the Picker X-Ray Accessories Catalog has been the 
standard of reference for materials used in radiography, fluoroscopy, and radiation 
therapy. You will find it on thousands of doctors’ bookshelves. 


But even in the short time since the last 200-page edition (its fourteenth), 
Picker has introduced so many new things—the Picker-Polaroid 

process, for example, which delivers a finished dry radio- 

graph within a minute after exposure ... the Darex FlexiCast “quick- 

freeze” Immobilizing Cast—dozens of things like that—that 

we now find it necessary to issue a 48-page supplement to 

include them all. 


We'll be glad to send you the supplement if you already have the 
current Picker Accessory Catalog. Or both, if you don’t. Either way, 


you'll keep abreast of recent developments in this eventful field. ous eouves tee thing tn rey 


PICKER X-RAY | CORPORATION 
25 S. Broadway | White Plains, N.Y. 


CHARLOTTE 3, N.C., 1513 Camden Street DURHAM, N. C., P.O. Box 994 
WINSTON-SALEM, N. C., Apt. 8E—College Village Apts. 
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Retention Relieved 
Pharmacodynamically 


UrecHOLine® is highly effective in the prevention and 
control of bladder dysfunction including postoperative urinary 
retention. It increases muscular tone of the bladder and 
produces a contraction sufficiently strong to initiate micturition 
and empty the bladder. Encouraging results also have been 
} reported following the use of URECHOLINE in gastric retention, 
abdominal distention, and megacolon. 


Reprint of recent clinical report available on request 


URECHOLINE?” Chloride 


(Bethanechol Chloride Merck) 


COUNCIL ea ACCEPTED 


MERCK & CO. Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 
im Canada: MERCK & CO. Limited ~ Montreal 


| Research and Production 
for the Nation’s Health 


G Merck & Co., Inc. 
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Luzter’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 
Are Distributed In North Carolina By: 
DOOLEY AND DOOLEY, Divisional] Distributors 


P. O. Box No. 1744 
Phone No. 4-0706 Charlotte, N. C. 


Distributors 


MRS. EDNA P. McPHERSON MRS. P. 0. SKIDMORE MRS. FLORENCE COOK MRS. MYRTLE COHOON 


1005 Waters Street 129 Montgomery Ave. 1815 Thomas Ave. 408 Gold Street 
Lumberton, N. C. Albemarle, N. C. Charlotte, N. C. Shelby, N. C, 
Phone No. 445 Phone No. 218 Phone No. 82509 


MISS MAXIE JONES ANNIE YODER MRS. MARY WEAVER MRS. LUCILLE BROOKSHIRE 


308 Frederick Apt. Box = Route No. 8 Route No, 2 
Charlotte, N. C. Hickory, N. C. Hickory, N. C. Lenoir, North Carolina 
Phone No, 46141 —y No. 2-6791 


FIELDS AND FIELDS, Divisional Distributors 
Box 9561 
Phone No. 3-3938 Raleigh, N. C. 


Distributors 


PEARL MAY GLADYS MILLER MRS. ae ned POWELL AND POWELL 
4 


1112 Oval Drive 41 Carolina Apt. 13 Bagwell A 
Durham, N. C. Wilmington, N. C. Raleigh, N. C 
Phone 8-4856 Phone 2-6981 Phone No. 2-1105 Phone No. 1749 W 


MKS. MAMIE RHEA SADIE B. a LORRAINE WALLACE 
Box No. 15 Vandemere, N. C 511 Glenville Ave. 
Windsor, N. C. Fayetteville, N. C. 
Phone No. 204-6 Phone No. 4375 


MARGARET MOYERS MARY COLLINS 

Whiteville, N. C. 

Phone No. 826-W Raleigh, N. C. 
Phone No. 8987 


KENNEDY AND KENNEDY, Divisional Distributors 
2603 High Point Road 
Greensboro, N. C. 


Distributors 


MRS. ESSIE O'NEAL MRS. tal ETTA ROUTH MRS. ADDIE CARROLL 
2204 Kivett Dr., Box No. 385 en Rd. 
High N. C. Elkin, N 


MRS. KATHRYN PHILLIPS MRS. THELMA HAIR 
1037 Hammer Ave. 155 E. Poplar St. 
Asheboro, N. C. Mount Airy, N. C. 


MRS. ALYCE H. LORTZ, Divisional Distributor 
P. O. Box C-1 
Phone No. 3-2830 Greensboro, N. C. 


Distributors 


MRS. MABEL LOVICK 
226 Park Avenue 
Leaksville, N. C. 

Phone 103-J 
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prompt and 
prolonged 


Neo-Synephrine hydrochloride, through immediate and prolonged 
decongestive action, not only restores nasal patency, but also 
helps to reestablish and protect the physiologic defense mechanisms 
of the nasal cavity: sinus drainage and aeration. 


Neo-Synephrine hydrochloride is notable for its relative freedom 
from sting and for virtual absence of compensatory congestion. 
Furthermore, it does not usually produce systemic side effects such 
as nervous excitation, cardiac reaction or insomnia, 

The decongestive action of Neo-Synephrine hydrochloride is undi- 
minished by repeated use—insuring relief throughout the dura- 
tion of the illness. 


4% solution (plain and aromatic), 1 oz. bottles 

% and 1% solutions (when stronger vasoconstrictive action is 
needed), 1 oz. bottles 

%% water soluble jelly, 5% oz. tubes 


HYDROCHLORIDE 


decongestion 
an COLDS 
SINUSITIS 


Neo-Synephrine 


New Yorn 18, N. Y. 


Neo-Synephrine, trademark reg. U. S. & Canada, brand of phenylephrine 


Winosor, Ont. 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


k The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle ... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones-Vitamin Treatment Copyright 1952, H. N. Alford, Atlanta, Ga: 
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Highly effective + Welltolerated + Imparts a feeling of well-being 


bee 


97 


\ 


“Thousands of physicians 


prefer “premarin” for the 


menopause. 


treatment of the 


Estrogenic Substances (water-soluble) 


$210 


AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canada 
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a standardized tablet 
ob natural 


Aikaioidaily standardized 


DAVIES, ROSE & CO., 
Boston, Mass, 302 
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i Dismayed as she is at the thought of existing without candy 

| it and desserts, she is likely to adhere to his diet instructions, for 

Fe ; Dr. Harris has a way of encouraging trust in his medical opinion. 

. : Likewise, he has reliance in others whose performance has proved 
: | their dependability. He especially favors those who, like himself, 

; & go well beyond ordinary demands to serve humanity. 

. § That is one reason why he likes to prescribe the products of a 


pharmaceutical company which is engaged in . . . 
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. .. additional services for diabetics 


Suit 


Aside from having pioneered in the production of 
Iletin (Insulin, Lilly), Eli Lilly and Company has 
assumed other wide responsibilities in connection with 
diabetes. An extensive research program has not 

only served in the development of improved Insulin 
preparations but has aided in the dissemination 

of much significant clinical information. In collaboration 
with others, a quick, simple, and accurate method 

of screening blood specimens for the presence of abnormal 
levels of sugar has been developed. Large-scale 
diabetes detection has been facilitated. Handbooks, diet 
sheets, and emergency instruction cards are among 

the many complimentary services which Eli Lilly and 
Company is pleased to furnish to physicians 

as aids in the care of their diabetic patients. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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VERTIGO 
B. W. ARMSTRONG, M.D. 
CHARLOTTE 


Every physician, no matter how general 
or specialized his practice, has patients with 
vertigo. Although this condition occurs more 
commonly in patients over 40, children less 
than 4 years of age have described their 
symptoms so graphically as to leave no doubt 
that they have experienced true vertigo. Its 
causes are many, and among them are such 
widely different conditions as leukemia, 
syphilis, multiple sclerosis, tumors of the 
brain, and infections in the ear. Whether we 
practice dermatology or internal medicine, 
geriatrics or pediatrics, there is no escape 
from the problem of vertigo. Lack of dis- 
crimination in the use of the terms vertigo, 
syncope, giddiness, lightheadedness (foolish 
feeling, black-out spells), swimming sensa- 
tion and dizziness has created much confu- 
sion about vertigo. These terms do not have 
the same meaning. Faithful attention to the 
details of signs and symptoms and to the 
correct definition of the word “vertigo” is 
essential if there is to be uniformity in diag- 
nosis, treatment, and appraisal of results. 


Definition 

True vertigo is, literally, an experience of 
disordered orientation and may be subjective 
or objective. When the patient feels that he 
himself is moving in space, he is said to have 
subjective vertigo; but when he has the sen- 
sation that his environment is moving, the 
vertigo is said to be objective. Most patients 
experience a rotary sensation but others de- 
scribe a falling, swaying, sinking or wave- 
like motion. Vertigo of ocular origin may not 
be accompanied by the sensation of motion. 


Diagnosis 
Many patients complain of dizziness, black- 


Read “before the Second General Session, se age any of 
the State of North Carolina, Pinehurst, May 7, 
From the Charlotte Eye, Ear and Throat adres 


out spells, giddiness, swimmy-headedness, or 
a foolish feeling. These expressions are 
loosely applied by patients to cover a wide 
variety of conditions, ranging from chronic 
nervous exhaustion to epilepsy. The first con- 
sideration in the differential diagnosis is to 
establish that the patient actually has ver- 
tigo. In some cases this point will be easily de- 
termined from the history, while in others it 
may be quite difficult to establish. Even 
when the examiner is convinced that the pa- 
tient has true vertigo, the effort to locate 
the cause or causes may be time-consuming 
and frequently fruitless. 


Anatomy and Physvlogy 


Equilibrium is maintained by the vestibu- 
lar system, largely through the peripheral 
labyrinths, and is assisted by the ocular and 
cerebellar systems. A knowledge of the nor- 
mal postural and righting reflexes is essen- 
tial to an understanding of the mechanisms 
causing vertigo. 

The vestibular labyrinth consists of three 
semicircular canals and the utricle. The 
utricle provides information about the posi- 
tion of the head, and the semicircular canals 
register motion, changes in the rate of mo- 
tion, or change in direction. The investiga- 
tions of Magnus") have shown the impor- 
tance of labyrinthine reflexes in maintain- 
ing posture. A knowledge of the labyrinthine 
righting reflexes is also important in the 
understanding of vertigo. When an animal 
is blindfolded to exclude ocular impulses, it 
is still able to maintain its head in normal 
relationship with the body, if the labyrinths 
are intact. This reflex is maintained even 
after the cerebrum is removed. The ocular 
righting reflexes, however, depend upon an 
intact cerebrum and are lost when the con- 
scious centers are removed. In man, the oc- 
ular righting reflexes are perhaps more im- 
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portant than those of the labyrinth. Visual 
impulses also aid in orientation as to space 
and motion. Proprioceptors in the neck, trunk 
and limbs provide the remaining information 
needed for normal orientation. 


Impulses received from the receptors in 
the labyrinth are conveyed by the vestibular 
nerve to the medulla and are distributed to 
the vestibular nuclei. Some of the secondary 
tracts given off from these nuclei are worthy 
of mention: (1) fibers to the cerebellum, (2) 
descending fibers to the spinal cord (vesti- 
bulo-spinal tract), (3) ascending fibers to 
the oculomotor nuclei and red nucleus (pos- 
terior longitudinal bundle), and (4) fibers 
to the thalamus and sensory cortex by which 
the sensation of vertigo is transmitted. 


The staggering gait of a patient with ver- 
tigo may be considered to be a result of 
disturbed righting reflexes. When this dis- 
turbance is severe, he is unable to maintain 
his head in its normal relationship with his 
body, and, consequently, falls. 

The physiology of equilibrium may be 
briefly summarized as follows: Vision is of 
great importance in spatial orientation. 
Awareness of body position is accomplished 
by proprioceptors in the neck, trunk and 
limbs. The vestibular apparatus aids in 
awareness of the position and movement of 
the head in space. Integration of these sen- 
sations by the cerebellum, posterior longi- 
tudinal bundle, vestibular and red _ nuclei, 
when interpreted by the cerebrum, results 
in orientation. Disease in any one of these 
results in vertigo. It is evident that vertigo 
may be ocular, central or vestibular in origin. 


Types and Causes of Vertigo 


Ocular vertigo 

Although many patients with vertigo are 
referred to the ophthalmologist for examina- 
tion of their eyes, the cause will rarely be 
found in the ocular mechanism. It is true that 
the ophthalmologist may report valuable in- 
formation, such as the finding of choked 
disks when there is increased intracranial 
pressure; but we should not expect a new 
pair of glasses to solve the problem of ver- 
tigo. According to Adler'*’, severe vertiginous 
attacks are never of ocular origin. Indi- 
viduals may have mild vertigo when they 
wear glasses for the first time. This is usually 
encountered in those who wear strong con- 
vex lenses. It may be due to the prismatic 
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effect obtained by looking through the mar- 
gins of the lenses, or result from the magni- 
fication of the retinal image if the glasses 
are placed in front of the anterior principal 
focus of the eye. These conditions result in 
transient vertigo because we interpret dis- 
tance and location of objects by the size and 
position of retinal images"’. 

Ocular muscle imbalance does not com- 
monly cause vertigo, but motion sickness has 
been found to be more common among in- 
dividuals with this condition. In motion sick- 
ness there is always stimulation of the semi- 
circular canals; and since all of the canals 
supply impulses to the ocular muscles (ex- 
cept for internal and external recti), the 
possibility for abnormal stimulation with re- 
sulting vertigo is apparent. The onset of 
ocular muscle paralysis is always accom- 
panied by vertigo. This is largely due to 
diplopia, although other factors are involved. 
Vertigo arising from paralysis is of short 
duration and may be relieved by placing a 
patch over the affected eye. An example of 
ocular vertigo familiar to all of us is the fear 
of falling that occurs when looking down 
from high places. This vertigo arises because 
the usual objects of fixation are absent, and 
it will disappear if the eyes are closed’. 
Other types of ocular vertigo need not be 
considered here. 


Central vertigo 

Unlike vertigo caused by labyrinthine dis- 
ease, vertigo which has its origin in the cen- 
tral nervous system is not paroxysmal. It is 
often of long duration and is frequently as- 
sociated with other signs of central nervous 
system disorder, such as cranial nerve palsy, 
cerebellar signs, and papilledema. The des- 
cription of the attacks is seldom as clear cut 
as that given by patients with vertigo of lab- 
yrinthine origin, 

Brain tumor: Vertigo does not have spe- 
cific localizing significance in cases of brain 
tumor. There is a widespread impression that 
vertigo is a common symptom of brain tumor. 
Experience has shown that this concept is 
not justified; in fact, according to Alpers”), 
vertigo is not an important symptom of this 
disease. True vertigo is seldom associated 
with cerebral lesions, although it has been 
observed by Spiegel and Alexander’ in pa- 
tients with tumor of the frontal lobe. Vertigo 
is more common in patients with neurologic 
disorders of the posterior fossa, and par- 
ticularly of the brain stem. It is neither epi- 
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sodic nor severe, however, except when as- 
sociated with tumors of the fourth ventricle 
(Bruns’s syndrome)‘. Even with tumors 
of the brain stem, it was present in only 7 
out of 21 cases in one series). Other lesions 
of the brain stem—encelphalitis, multiple 
sclerosis, and vascular accidents—are more 
apt to cause vertigo. 

Vertigo is not an early symptom of cere- 
bellar tumor and is seldom severe in this con- 
dition. The incidence of vertigo in patients 
with tumors of the cerebellum varies in dif- 
ferent series, but the average is probably 
about 50 per cent'*”). Tumors of the cerebel- 
lopontine angle, including those of the acous- 
tic nerve, produce vertigo late in the course 
of the disease in something less than half of 
the patients'**), 

Degenerative lesions: Sudden vertigo has 
been observed in patients with multiple scle- 
rosis, This condition usually appears at an 
earlier age than vascular lesions, and in most 
cases other signs of the disease are present. 
Multiple sclerosis must always be considered 
in patients with vertigo presumed to arise 
from a lesion of the brain stem. Disseminated 
encephalomyelitis may be difficult to dif- 
ferentiate from multiple sclerosis®’. Vertigo 
is an early and usually persistent symptom of 
syringobulbia. Uncontrolled diabetes may 
cause vertigo resulting from multiple small 
areas of softening in the brain stem’. 

Vascular lesions: Occlusion of the pos- 
terior inferior cerebellar artery produces 
sudden, severe vertigo, associated with loss 
of pain and temperature sensation in the 
face, paresis of the palate and vocal cord, 
and Horner’s syndrome on the same side. 
There is also analgesia below the neck on the 
contralateral side, as well as difficulty in 
speaking and swallowing. Frequently, ver- 
tigo is the last symptom to disappear as these 
patients recover. Cerebral arteriosclerosis is 
the most common vascular lesion producing 
vertigo. It is due to anoxemia and degenera- 
tive changes, and hence does not respond to 
treatment. Although mild in nature, it is per- 
sistent and often distressing to both the pa- 
tient and his physician. 

Trauma: Vertigo may occur as a result of 
any severe head injury. It is most common 
after concussion and is also frequently pres- 
ent after basilar fraciure. The vertigo occur- 
ring after head injury is seldom spontaneous 
but usually is associated with postural 
changes. It may continue for years. In these 
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cases, it may be difficult to differentiate 
true vertigo from psychogenic changes and 
“compensationitis.”” In some instances, psy- 
chotherapy may be of value. 

Inflammation: Cerebellar abscess and pyo- 
genic processes in the cerebellopontine angle 
are sometimes accompaned by vertigo. Syph- 
ilitic meningitis of long duration, when it is 
located in the lateral recess, may produce 
a syndrome of facial paralysis, deafness, and 
vertigo, 

Aural vertigo: With rare exceptions all 
severe vertigo has its origin in the ear. There 
should be little difficulty in recognizing se- 
vere labyrinthine vertigo, and yet this con- 
dition is often confused with food poisoning, 
“biliousness,” or syncope. The severe at- 
tack is characterized by its abrupt, apoplec- 
tic onset, the sensation of movement (gen- 
erally rotational), nausea, vomiting, prostra- 
tion, sweating and, usually nystagmus. 
The patient will often be found lying on the 
side of the normal ear, because his vertigo 
is less intense in that position. He will resist 
movement, for even the slightest motion will 
intensify his vertigo. The quick component 
of the nystagmus is directed toward the 
sound side, and there is past pointing toward 
the affected side. These patients are often 
so badly frightened that they fear death is 
at hand. 

In contrast, labyrinthine vertigo may be so 
fleeting as to be hardly recognized by the 
patient as a sensation of motion. Between 
these extremes, there are many patients who 
experience vertiginous attacks of varying se- 
verity. Vertigo is one of the most annoying 
of all symptoms, because of its unpredictable 
nature. It should be stressed, however, that 
periods of unconsciousness are not charac- 
teristic of peripheral disease, and when these 
occur a central lesion must be suspected. 

Mechanical: Occasionally patients whose 
external auditory canal is blocked by foreign 
bodies, cerumen, or inflammatory swelling 
will complain of vertigo. These conditions 
are self-limited, and local treatment is all 
that is necessary. Acute closure of the eusta- 
chian tube, which sometimes occurs in the 
course of acute upper respiratory infections 
or aero-otitis media, may cause mild vertigo. 

Vascular: Vertigo may be a symptom of 
arteriosclerosis, hypertension, anemia, or 
vascular accidents within the labyrinth. Ar- 
teriosclerosis has been discussed under “Cen- 
tral Vertigo.” Furstenberg” found that one 
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third of the hypertensive patients in a large 

series had vertigo which they described as a 
persistent sensation of giddiness. These pa- 
tients also complained of tinnitus and exhib- 
ited some impairment of hearing. He ob- 
served 37 patients who had had a splanchni- 
cectomy to reduce their blood pressure. In 
most patients, there was not only a striking 
decrease in blood pressure, but also a disap- 
pearance of their vertigo. 

A vascular accident in the labyrinth is fol- 
lowed by an explosive attack of vertigo, nau- 
sea and vomiting, with tinnitus and unilat- 
eral deafness. After a few days, the severe 
symptoms subside. The equilibrium gradually 
improves, but the hearing loss is usually 
permanent. 

Trauma: Vertigo commonly follows in- 
juries to the ear, particularly when there is 
traumatic rupture of the tympanic membrane 
or bleeding into the middle ear. Fortunately, 
this vertigo is of short duration in most in- 
stances and requires no treatment. In more 
severe injuries, in which there may be dam- 
age to the vestibular apparatus, the vertigo 
may persist for years. 

Certain types of ear surgery are frequently 
followed by vertigo of varying degrees. It 
may be a symptom following mastoidectomy, 
and in our experience has been more common 
after a radical or modified radical mastoi- 
dectomy, particularly if the packing is quite 
tight. It has also been observed for several 
days following the fenestration operation. Se- 
vere vertigo is present after destruction of 
the labyrinth for the relief of Meniere’s syn- 
drome and is also present after section of the 
eighth nerve. 

Inflammation: Vertigo is a constant svmp- 
tom in patients with labyrinthitis. Suppura- 
tive labyrinthitis occurs from the extension 
of an infection either in the middle ear and 
related structures, or in the subarachnoid 
space. Labyrinthitis was more common in 
the days before chemical and antibiotic ther- 
apy, but it is still encountered as a complica- 
tion of otitis media and mastoiditis, either 
acute or chronic. Vertigo is a prominent 
symptom and is accompanied by loss of hear- 
ing, nystagmus, and otorrhea. Any patient 
who complains of vertigo and who has a dis- 
charging ear must be presumed to have lab- 
yrinthitis, until it is proven otherwise. Ap- 
propriate surgical and medical treatment is 
necessary. 

Meningitic labyrinthitis results from an 
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extension of infection in the subarachnoid 
space, as is observed in meningococcus and 
pneumococcus infections. The destruction of 
the labyrinth is rapid and is accompanied by 
vertigo and usually bilateral loss of hearing. 
The vertigo subsides slowly, persisting to 
some degree for years. These patients have 
most difficulty when walking in the dark, be- 
cause then neither the ocular nor the vesti- 
bular mechanism is functioning and they are 
dependent upon proprioception alone. 

Motion sickness: The vertigo of motion 
sickness may be very severe and associated 
with nausea, vomiting, and prostration. Its 
similarity to the vertigo produced by lesions 
in the labyrinth is evident, and leads us to 
believe that the vestibular apparatus is 
chiefly involved. Deaf mutes without laby- 
rinthine function are not subject to movion 
sickness. Disturbance in the ocular mecha- 
nism is another factor in the development of 
motion sickness. One main difference be- 
tween peripheral labyrinthine vertigo and 
motion sickness is the absence of nystagmus 
in the latter’. The best treatment, of course, 
is to stop the motion when possible. Sedative 
agents, hyoscine, and, more recently, Drama- 
mine have proved of value in many cases. 

Toxie vertigo: Toxic vertigo commonly ac- 
companies systemic diseases and may be 
caused by certain drugs. Some of the agents 
producing toxic vertigo are streptomycin, to- 
bacco, alcohol, quinine, and salicylates. I have 
seen patients with vertigo which has per- 
sisted for years following the administration 
of streptomycin. 

Allergy: There are many reports of ver- 
tigo resulting from hypersensitivity. It may 
occur as the only symptom, or associated with 
other allergic manifestations. In some pa- 
tients with Meniere’s svndrome the presence 
of hypersensitivity has been demonstrated, 
and the attacks have been controlled by the 
elimination of the offending allergen. 

Any consideration of vertigo should in- 
clude Lermoyez’s syndrome. The syndrome 
first described by Lermoyez"' consists of 
deafness and tinnitus, later followed by ver- 
tigo, nausea and vomiting. All of the symp- 
toms subside after the vertiginous attack. 
Although Lermoyez suggested vasospasm as 
the cause, Eagle’s cases presented convin- 
cing evidence of its allergic origin''-’. Even 
though there are repeated attacks, the prog- 
nosis is good as compared with Meniere’s 
syndrome. 
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Meniere’s syndrome: Meniere’s syndrome 
is a common diagnosis which is often incor- 
rectly applied to patients with vertigo. The 
syndrome described by Prosper Meniere*? in 
1861, consisted of tinnitus, progressive deaf- 
ness, and vertigo. It is my belief that the di- 
agnosis of Meniere’s syndrome should not be 
made in the absence of any one of these symp- 
toms and unless there is a history of repeated 
attacks. The tinnitus is usually unilateral and 
may precede the other symptoms. The hear- 
ing loss is of the perceptive type and grows 
worse with each attack. When the hearing is 
completely lost in the affected ear, the at- 
tacks cease. The typical attack comes without 
warning, and the patient is seized with a 
whirling sensation that may literally throw 
him to the ground. In association with the 
vertigo the patient has nausea, vomiting, 
prostration, a rapid pulse and cold sweat— 
what Meniere called the “syncopal state.’’* 
Nystagmus is present, its quick component 
being toward the sound side. 

The pathologic basis of Meniere’s syn- 
drome was first accurately described by Hall- 
pike and Cairns''*) and has been confirmed 
by Lindsay"* and others. This condition 
is caused by an increase in the amount of 
endolymph, with resulting dilation of the en- 
dolymphatic system. It has not been estab- 
lished whether this increase is due to the 
overproduction of endolymph, or to failure 
of its normal absorption. It is not within the 
scope of this paper to discuss the contro- 
versy which has arisen over this question. 


Etiologic Diagnosis 

Of greatest importance is the oft-repeated, 
carefully recorded history. The following 
points should receive special consideration: 

1. Did the patient experience true vertigo 
—that is, was there disordered orientation? 

2. Was the attack accompanied by nausea 
and other vegetative symptoms? 

3. Was it associated with deafness and 
tinnitus? 

4. Have there been repeated attacks, and 
if so, has the patient been symptom-free be- 
tween attacks? 

5. Was there unconsciousness with or fol- 
lowing the attack? 

In doing an otoneurologic examination on 
patients with vertigo, the following points 
should be given particular attention: 

1. Presence or absence of nystagmus, 
character and direction 

2. Fundi—choking or pallor of optic disk 
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3. Cranial nerves, including corneal re- 
flexes 

4. Presence or absence of aural discharge 

5. Hearing tests—gross and audiometric 
when indicated 

6. Caloric response. 

Nystagmus, not unlike vertigo, may be of 
central, ocular or labyrinthine origin. Cen- 
tral nystagmus is long standing and may be 
in any plane; other signs of central nervous 
system disorder are usually present. Ocular 
nystagmus is also of long duration; the move- 
ment is slower than in labyrinthine nystag- 
mus, and the slow and quick components are 
poorly defined. It is associated with other 
evidence of ocular disease. Labyrinthine nys- 
tagmus is rhythmic and has well defined 
quick and slow components. It is of short du- 
ration and generally accompanied by vertigo. 

The caloric test may be difficult to inter- 
pret in terms of localizing significance. It 
does, however, help to evaluate the vertigo. 
Many patients will volunteer that the caloric 
test reproduces a sensation similar to their 
attacks. This statement aids in confirming 
the diagnosis of labyrinthine vertigo in some 
cases. One the other hand, if the patient com- 
plains that the vertigo induced by the test 
is more severe than his attacks, it is a reas- 
onable assumption that he has not been very 
dizzy. 

Treatment 

The prognosis for a single acute attack of 
vertigo is good. The severe vertigo lasts a 
few hours, and within a week most of the pa- 
tients will be up and about, although they 
may complain of mild unsteadiness for weeks 
or even months. It makes little difference 
what form of treatment is employed in these 
cases. Equally good results can be obtained 
in this group with any rational type of treat- 
ment. The acute aitack can be managed with 
sedatives and, if desired, Dramamine, in- 
travenous histamine, pyridoxine, antihista- 
minics, or one of many other medications. In 
my experience, sedation is of greatest value. 
Dramamine, administered by mouth or by 
rectum, is helpful in many cases. Excellent 
results have been obtained with intravenous 
Benadryl. 

Patients who complain of a little unsteadi- 
ness on change of position—that is, postural 
vertigo—may be best managed if attention 
is directed toward the circulatory system. 
This mild but persistent form of vertigo is 
often refractory, but good results can be ob- 
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tained by treating anemia and vasomotor dis- 
turbances. Nicotinic acid may be of value 
here. 

Patients with persistent or recurring at- 
tacks of vertigo are the ones about whom we 
must be concerned. It is important to dif- 
ferentiate between disorder of the central 
nervous system, and disturbances of the peri- 
pheral labyrinthine mechanism. 


Treatment of Meniere’s syndrome 

The treatment of Meniere’s syndrome may 
be medical or surgical. I have had exception- 
ally good results with the Furstenberg pro- 
gram", which consists of a low sodium diet 
and the administration of ammonium chlo- 
ride in doses of 2 to 3 Gm. with each meal 
for three days; at the end of the three-day 
period, the drug is omitted for two days and 
then repeated. It is essential that large doses 
of ammonium chloride be given and that the 
schedule be followed. Water intake is not lim- 
ited. Patients remain on this program for 
three to six months, and good results have 
been obtained in more than 80 per cent of our 
cases. Hearing has been improved in most 
of the patients whose disease was of rela- 
tively short duration. A few patients who 
have not responded to this program have 
been relieved by pyridoxine”, while others 
responded to nicotinic acid. Histamine has 
been of little value in our cases. Those pa- 
tients who are not relieved by medical treat- 
ment are candidates for surgery. 

Levy and O’Leary suggest that emotion, 
fatigue and endocrine disorders be consid- 
ered as possible factors in cases of vertigo. 
They further state that one cannot success- 
fully treat any paroxysmal disorder without 
psychotherapy. Patients with Meniere’s syn- 
drome need reassurance, for in some in- 
stances their fear of an attack is more dis- 
abling than the attacks themselves. Some pa- 
tients refuse to venture out of their homes 
unaccompanied, even after their attacks have 
been controlled on a satisfactory medical pro- 
gram. Prolonged psychotherapy may be nec- 
essary to rehabilitate these patients. 

Lake"'®) was the first surgeon to relieve 
vertigo by operation. In 1911, he reported 10 
cases in which the lateral semicircular canal 
and vestibule had been opened and the stapes 
removed", with good results. In spite of 
this report, intracranial section of the eighth 
nerve later gained popularity through the 
work of Dandy. He advocated selective sec- 
tion of the nerve in an effort to preserve 
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hearing, but succeeded in only 22 per cent of 
his cases®°, Even this degree of success is 
surprising when we remember that the dis- 
ease itself affects both the cochlear and the 
vestibular mechanism. 

Passe!) has performed upper dorsal sym- 
pathectomy on 88 patients with Meniere’s 
syndrome, and reported that vertigo was re- 
lieved in 88 per cent of his cases. The hearing 
improved in the cases of short duration, but 
remained unchanged in those with profound 
nerve deafness. 

Since the reports of Day”) and Caw- 
thorne*) in 1943, destructive labyrinthotomy 
has become more and more the operation of 
choice among otologists. The procedure re- 
quires only 30 to 45 minutes, and is not only 
safe but is highly successful. Most of the pa- 
tients are able to leave the hospital in seven 
to ten days and are back at work in three to 
four weeks. This period of disability com- 
pares very favorably with the prolonged con- 
valescence required after nerve section. Wil- 
liams'**) is of the opinion that labyrinthotomy 
is destined to replace nerve section in the 
treatment of persistent aural vertigo. 


Summary 

There has been much confusion about ver- 
tigo, and it will persist as long as we in- 
dulge in poorly defined terms and employ 
Meniere’s syndrome as a diagnostic waste- 
basket. Vertigo is an experience of disordered 
orientation and is the result of a disturbance 
of the righting reflexes. Ocular vertigo, al- 
though common, is never severe and seldom 
causes the patient to seek medical attention. 
Vertigo due to disorders of the central ner- 
vous system has no localizing significance 
and is not an important symptom of brain 
tumor. It is usually mild to moderate in se- 
verity and tends to be prolonged. With rare 
exceptions, all severe vertigo occurring in 
episodes is of labyrinthine origin. Because of 
the benign nature of most vertiginous at- 
tacks, results of treatment should be ap- 
praised with great caution. 
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Hypertension in the aged.—Hypertension is pres- 
ent in the majority of old people. It is more common 
in women than in men (it is to be recalled that 
women are more often obese and usually live longer 
than men). Hypertension begins in women at meno- 
pause and in men a little later, when retirement 
from business looms ahead. It is perfectly compat- 
ible with a long life expectancy. It is an indication 
ef a somatic storm, such as current occlusion of the 
coronary artery, cerebral vascular accident or acute 
infection. It discloses emotional turmoil, such as 
worry, business or domestic crises, or fear of pain 
and dependency. Determination of the blood pressure 
is useful in revealing what is going on, but surely 
we have been rather stupid to take the reading per 
se as an indication of impending death.—Robert T. 
Monroe: A New Look at Old Age, J. Internat. Coll. 
Surgeons, 14:124 (July) 1950. 


The tired mother syndrome is well known to most 
physicians. In its most common form an intelligent, 
tense, overconscientious young mother begins to 
feel rundown and tired. She becomes nervous and 
irritable and may develop any of a large number 
of symptoms which tend to worry and confuse her 
further. No psychoanalysis or dern probing is 
needed to understand the situation. Her work-day 
is sixteen hours; she works seven days a week. She 
probably has not had a vacation in years except 
for the brief time allotted for convalescence after 
childbirth. There are often worries about finances 
or ill health of the children. A careful physical 
examination, reassurance, and sympathetic advice 
often is all the treatment needed.—Lovshin, L., L.: 
pen Nervousness, Ohio State M.J. 26: 272 (Oct.) 
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CHRONIC ILLNESS AND THE 
AGING POPULATION 


WILLIAM L. FLEMING, M.D. 
CHAPEL HILL 


The purposes of this paper are simple: (1) 
to document the extent of two important and 
closely related trends (We all know that 
chronic diseases are becoming relatively more 
important and that the population is getting 
older, but it is difficult to realize the extent 
and the significance of the change.) ; (2) to 


indicate some of the ways in which medical 


care practices will be affected; (3) to indi- 
cate some of the things that may be done in 
the way of curbing disability from chronic 
disease and the aging process. 

Spectacular achievements in preventive 
medicine have been made through environ- 
mental sanitation, inmmunization against 
acute communicable diseases, chemothera- 
peutic treatment, and prophylaxis of acute 
communicable diseases. We are on the thresh- 
old of a new era in preventive medicine, 
when triumphs must and will come from re- 
duction in disability due to long term illness 
and the aging process. 


The Growing Problem of Chronic Illness 

The terms “chronic disease” and “chronic 
illness” cover a diverse category of conditions 
such as infections, nutritional disturbances, 
allergic manifestations, congenital anomalies, 
hereditary defects, metabolic defects and dis- 
turbances, functional and mental disorders, 
neoplastic diseases, and impairments or res- 
idua from acute disease and accidents. These 
conditions have in common only the fact that 
they may cause long term disability. 

We might consider briefly the reasons for 
the increase in the importance of chronic ill- 
ness. Is there evidence that chronic illness 
has actually increased in any age group? The 
answer is no. However, there are clearly two 
main reasons for the increase in importance: 

1. There is a higher proportion of older 
peovle in the population. Chronic disease is 
not confined to older groups; in fact, one half 
of t*e burden occurs under the age of 45, and 
one half of invalidism due to chronic disease 
occurs under 55, However, since in 1950 in 


“Read before the Second General Session, Medical Society of 
the State of North Carolina, Pinehurst, May 7, 1952. 

From the Department of Preventive Medicine, School of 
Medicine of the University of North Carolina, Chapel Hill, 
North Carolina. 


| 
7 
a 
4, 
{ 
| 
| 
q 
} 


600 


Table 1 
The Ten Leading Causes of Death in the 
United States, 1900 and 1948 


Death rate Percentage of 
per 100,000 deaths from 


Rank Causes of Death population all deaths 
1 Pneumonia and influenza ............ 202 11.8 
8 Diarrhea and enteritis ......... 143 8.3 
4 Diseases of heart . 8.0 
5 Cerebral hemorrhage | 6.2 
............... 89 5.2 
7 Accidents ............ ae 4.2 
8 Cancer ......... : 64 3.7 
9 Diphtheria : 40 2.3 
10 Meningitis . 34 2.0 
1948 

1 Diseases of heart . : : 323 32.6 
2 Cancer ..... 13.6 
3 Cerebral hemorrhage — 90 9.1 
4 Accidents ....... ae ‘ 67 6.8 
6 Pneumonia and influenza . 39 3.9 
7 Tuberculosis .......... 30 3.0 
8 Premature birth 27 f 
9 Diabetes mellitus ............. . 26 | 

19 1.9 


10 Arteriosclerosis ................... 

From Spiegelman, M.: Significant Mortality and 
Morbidity Trends Since 1900, Philadelphia, The 
American College of Life Underwriters, 1951, p. 5. 


spite of the increase in the proportion of 
older people only one third of the population 
was over 45, the disproportionate occurrence 
in older people is clear. 

2. The problem has become relatively more 
important because of the tremendous de- 
crease in acute communicable disease. 

Let us examine the evidence for the in- 
crease in importance of chronic illness. 


Changes in mortality statistics 

Table 1, from a report by Spiegelman”, 
shows the 10 leading causes of death in 1900 
and 1948, with the death rate per 100,000 
population for each cause in each year, and 
the per cent of deaths from all causes. Mor- 
tality statistics are our most complete health 
statistics, but it is important to realize that 
even with them one must make comparisons 
with care. In 1900 only a fraction of the coun- 
try was in the death registration area; 
changes occur in diagnostic and classifica- 
tion practices that may make comparison of 
rank of the leading causes of death mislead- 
ing. However, the changes in this 50 year 
period are so great as to be unquestionably 
real. In 1900 acute infections or groups of in- 
fections occupied four of the 10 places: pneu- 
monia and influenza, first; diarrhea and en- 
teritis, third; diphtheria, ninth; meningitis, 
tenth. In contrast, in 1948 only pneumonia 
and influenza, in sixth place, remained in the 
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Table 2 
Most Frequent Causes of Sickness 
Incidence 


Annual Cases per 1,000 persons observed 
Both Male Female 
135 


Acute nasopharyngitis, bronchitis.. 182 109 


Pharyngitis, sore throat —................ 40 33 48 
Diarrhea, enteritis ............................ 38 31 44 
Tonsillitis, tonsillectomy . amare 26 27 26 
Measles ........ 15 14 
Heart, except theumatie ........ 13 11 15 
Allergy (all forms) . POE | 10 13 
11 11 11 
Deliveries, abortions 82 
Female genital, breast —................ 16 32 


Days Disabled 


Annual Cases per 1,000 persons observed 
Both Male Female 


Heart, except rheumatic .................. 149 166 133 
Acute nasopharyngitis, bronchitis.. 82 72 92 
Tuberculosis (all forms) ................ 80 94 67 
Accidents .......... 80 88 71 
Rheumatic fever, rheumatic heart.. 75 66 83 
Hypertensive vascular disease ........ 55 61 49 
Nephritis (all forms) ................... . & 30 55 
Psychoneurosis. | 57 26 
Diabetes ............. 22 44 
Bones, joints, except. 

tuberculosis, arthritis 0... 31 20 41 
Pharyngitis, sore throat ............... 24 ay 32 
Deliveries, abortions ........................ 34 67 
Female genital, breast .................... 16 31 


Source: Collins, S. D.: Sickness Surveys in Emer- 
son, H.: Administrative Medicine, New York, Thos. 
Nelson, 1951, p. 527. From Illness Study, Baltimore 
1938-43, Based on full-time person-years of observa- 
tion; males, 10,758; females, 11,021; all ages, in- 
cluding unknown ages. Incidence refers to disabling 
cases. 


first 10. Turning to chronic illness we find 
that tuberculosis has fallen from second 
to seventh place, with a reduction in rate 
from 194 per 100,000 to 30 per 100,000 and 
in the percentage of all deaths from 11.3 per 
cent to 3 per cent. On the other hand, in 1900 
chronic diseases occupied five of the 10 places, 
while in 1948 they occupied seven places in- 
stead of five, diabetes and arteriosclerosis 
having moved into the group. Diseases of the 
heart can be seen to have increased spectacu- 
larly in importance from 1900 to 1948. 


Changes in morbidity statistics 

Morbidity statistics are even more signifi- 
cant than mortality statistics when judging 
the importance of conditions which give rise 
to long term disability. A number of mor- 
bidity surveys have been conducted in this 
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country’. Among the more important are: 
(1) the Metropolitan Life Insurance Survey 
in 1915-1917; (2) the Hagerstown (Mary- 
land) Surveys carried out in 1921-1924 with 
a resurvey in 1943"; (3) the CCMC (Com- 
mittee on the Costs of Medical Care) Study 
in 1928-1931; (4) the National Health Sur- 
vey in 1935-1936; (5) the Baltimore (Mary- 
land) Survey in 1938-1943. All these surveys 
were carried out largely by the interview 
technique. The Hagerstown Survey material 
is made more significant by the resurvey; 
the National Health Survey was the largest; 
the Baltimore Survey was the most intensive. 

Table 2, from an article by Collins”, cites 
data from the Baltimore Survey showing the 
sex distribution of the 15 most frequent 
causes of illness and the 15 most important 
causes of disability in the Baltimore popula- 
tion studied. Minor acute respiratory and 
infectious diseases dominate the upper por- 
tion of the frequency of onset or incidence 
list. On the other hand, chronic illnesses as 
causes of disability occupy four of the first 
five and seven of the first 10 places. Study of 
the Baltimore data” by age groups shows 
that the incidence of chronic diseases remains 
low until the 45-65 age group; that disability 
in age groups under 25 is largely due to acute 
conditions, although rheumatic fever and 
heart disease, tuberculosis, and psychosis are 
important; that the chronic diseases become 
steadily more important as causes of disabil- 
ity as age increases, with disability due to 
“heart disease except rheumatic” becoming 
progressively more common. The five most 
prevalent or most frequently occurring 
chronic diseases at a given time in the Balti- 
more study were, in descending order, arth- 
ritis, heart disease except rheumatic, rheu- 
matic fever and rheumatic heart, hyperten- 
sion, and psychoneurosis. 

The over-all rate of individuals with a 
chronic disease was determined to be 155 
per 1,000 in the Baltimore study, 177 per 
1,000 in the National Health Survey, and 212 
per 1,000 exclusive of orthopedic impair- 
ments in individuals over 20 in the last Ha- 
gerstown survey”. 


Cardiovascular-renal diseases 

It might be well to look briefly at the car- 
diovascular-renal group of diseases, because 
it stands first both in causes of mortality and 
in causes of disability. The group is com- 
posed of the various forms of heart disease, 
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intracranial lesions of vascular origin, and 
nephritis, with heart disease dominating the 
group in importance. It is a heterogeneous 
group representing the end results on these 
three organ systems of a number of different 
pathologic processes arising from multiple 
causes acting through disease agents, the hu- 
man host, the environment, or various com- 
binations of the three. Hypertension, and ar- 
teriosclerosis are by far the most important 
processes. 

Table 1 shows that between 1900 and 1948 
the annual mortality rate for the cardiovas- 
cular-renal group rose from 303 to 466 per 
100,000, while the proportion of deaths from 
all causes rose from about one-fifth to almost 
one-half. Heart disease alone in 1948, in first 
place in causes of mortality with a rate of 
323 per 100,000, accounted for almost one- 
third of the deaths from all causes. In spite 
of these spectacular increases, it is impor- 
tant to emphasize that they are due to the 
aging of the population and to the decline in 
deaths from other causes. There has been dis- 
agreement as to whether there has been an 
actual increase in any age group. When the 
group of cardiovascular-renal diseases is con- 
sidered as a whole, a grouping which tends 
to remove the bias caused by changes in clas- 
sification, medical certification and medical 
knowledge, one recent study’ concluded that 
for persons over 35 years of age the basic 
risk of dying is neither rising nor falling. On 
the other hand, these same investigators con- 
cluded from careful study of the data for the 
period 1920-1947 that, in contrast to the 
downward trend for other race-sex groups, 
mortality from this group of diseases among 
white males has increased in every decade 
from age 35 to 64, mainly because of diseases 
of the heart. 


The Prevention of Chronic Illness 


When one considers the possibility of pre- 
venting the occurrence or progression of 
chronic diseases, one is apt to think of the so- 
called degenerative diseases and to feel that 
relatively little can be accomplished. 

It is important to realize that this is not 
true. Seegal® has classified chronic diseases 
as largely controllable (17), partially con- 
trollable (27), and largely uncontrollable 
(7). As largely controllable he lists diabetes 
mellitus, pernicious anemia, syphilis, hyper- 
thyroidism, myxedema, hyperparathyroid- 
ism, sprue, alcoholic neuritis, pellagra, beri- 
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Fig, 1. Percent distribution of total population by age; United States 1850 to 2000 (1850 to 1940 from 
United States census enumerations; 1950 to 2000 from estimates by the Bureau of Census, 1947.) 
(From Dublin, L. I., Lokka, A. J., and Spiegelman, M.: Length of Life, rev. ed., New York, The Ronald 


Press Co., 1949). 


beri, scurvy, rickets, hookworm, infestation, 
malaria, amebiasis, thrombocytopenic pur- 
pura, and familial hemolytic jaundice. Omit- 
ting the list of partially controllable diseases 
because of its length, the largely uncontroll- 
able group is found to include certain congen- 
ital defects, certain neurologic diseases, cer- 
tain psychoses, certain neoplasms, chronic 
glomerular nephritis, hypertension, and ar- 
teriosclerosis. Admitting the importance of 
the conditions in this last group, nevertheless 
the accomplishments in the first two groups 
are real indeed. 


Levels of prevention 

In considering the prevention of chronic 
illness, it is important to emphasize that dis- 
ease is a dynamic process and that all the 
agent factors, all the characteristics of the 
human host, and all the environmental fac- 
tors involved in the process of disease must 
be taken into account. One must know the 
natural history of disease in order to under- 
take prevention with the greatest hope of 
success. In a forthcoming textbook on pre- 
ventive medicine’, the concept of prevention 
of disease and disability has been combined 
with positive therapeutic effects by consider- 
ing five levels of prevention. Applied to 
chronic disease, these levels may be defined as 
follows: 


1. Health promotion. Measures serving to 
promote the general health and well-being 
of the population without being specifically 
directed at a specific disease belong on this 
level. Such measures as health education and 
improved nutrition, housing, and working 
conditions have been unquestionably impor- 
tant in reducing the tuberculosis rate. Im- 
proved nutrition due to education, better ec- 
onomic conditions, and better facilities for 
distributing food have made pellagra, once 
common in parts of the South, relatively rare. 
Reduction in the incidence of syphilis, becom- 
ing evident even in the last century in the 
Western world, has been attributed to im- 
proved standards of living’. 

2. Specific prevention. This level involves 
the use of the term in the strictest sense, 
as preventing the onset of disease by spec- 
ific measures, and one may name important 
examples. Most authorities now believe that 
in special situations BCG vaccine may be 
used to decrease the occurrence of tubercu- 
losis. Occupational cancer has been prevented 
in certain industries by eliminating or de- 
creasing exposure to carcinogenic agents. 
While there is still difference of opinion, 
many now believe that early antibiotic treat- 
ment of streptococcal infections decreases 
rheumatic fever and glomerulonephritis”’. 
Penicillin may be used at the time of dental 
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extractions in rheumatic patients to ward 
off subacute bacterial endocarditis. Machine 
shields in industry prevent accidents result- 
ing in orthopedic impairments. Recurrences 
of rheumatic fever in rheumatic patients— 
so important in prognosis—may be prevented 
by prophylactic sulfonamide or penicillin 
therapy. 

3. Early recognition and prompt treat- 
ment. When the onset of disease cannot or 
has not been prevented, this is an important 
level in the prevention of disability. Tech- 
niques such as multiphasic screening (now 
under trial) and the older one of periodic 
health examinations may facilitate early di- 
agnosis. Early treatment is important in all 
of Seegal’s group of controllable and par- 
tially controllable diseases. In the important 
cardiovascular-renal group, secondary hy- 
pertension may be combatted by the treat- 
ment of pyelonephritis, removal of pheo- 
chromocytomas, and so forth; selected cases 
of essential hypertension may be treated with 
some success with psychotherapy, relief of 
associated obesity, sympathectomy, vera- 
trum viride, and so forth. 

4. Prevention of disability. Even after de- 
layed diagnosis, much may be accomplished 
in preventing progression of disease and 
disability in Seegal’s group of controllable 
diseases. Control of diabetes mellitus is an 
example of what can be accomplished on 
levels 3 and 4: the life expectancy of the 
50 year old diabetic has almost doubled since 
1913, and the life expectancy of younger di- 
abetic patients has increased even more. 

5. Rehabilitation. Long after irreversible 
changes in form and function have occurred, 
proper techniques may do much to relieve 
disability. Rusk and others have emphasized 
this fact in recent years in the management 
of such conditions as arthritis and hemi- 
plegia. 

We need more knowledge of the natural 
history of hypertension; we lack adequate 
control series to evaluate present methods 
of treatment. A possible clue to an important 
mechanism in arteriosclerosis is being in- 
vestigated with work on the importance of 
different types of blood cholesterol”, 

Increasingly the importance of proper fa- 
cilities for caring for patients with chronic 
disease is realized. Levels of care may be enu- 
merated as (1) homes, (2) home medical 
care (Montefiore plan), (3) homes for aged, 
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Fig. 2. Years of life expectancy at decennial ages. 
1850 and 1946. (From Shock, N. W.: Trends in 
Gerontology, Stanford, Stanford University Press, 
1951). 


(4) convalescent homes, (5) nursing homes 
and (6) chronic disease hospitals. 


Problems of Our Aging Population 

In round numbers the population of the 
United States has doubled in the past 50 
years; the number of individuals who are 65 
years or older has quadrupled. Figure 1!" 
shows the changes that have occurred and 
that are projected in the age distribution of 
the population of the United States. The in- 
crease in the proportion of older people has 
resulted mainly from changes at both ends 


of the life span. The population under 5 has 


decreased from 15.1 per cent in 1850 to 8 per 
cent in 1940; the population over 65 has in- 
creased from 2.6 per cent in 1850 to 6.8 per 
cent in 1940. Estimates in this diagram in- 
dicate that in the year 2000 only 6 per cent 
of the population will be under 5 (two-fifths 
the figure for 1850), while 15.2 per cent 
will be 65 and over (five times the proportion 
in 1850). 

Figure 2 from Shock”) (based on Dublin’s 
data), shows the life expectancy of the white 
population of the United States at decennial 
ages from 1850 to 1946. Gains in life expec- 
tancy have come in decreasing order in in- 
fancy, childhood, and early adult life, while 
the expectancy of individuals at 60 years of 
age and over has changed little. Major fac- 
tors have clearly been the decline in infant 
mortality, the decline in deaths from acute 
communicable disease, the falling birth rate, 
and the decrease in immigration. 

The geographic and sex distribution of the 
older population* is of interest. The highest 
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proportion of individuals aged 65 and over 
is in New England, the West North Central 
area, and on the Pacific Coast. The older 
group is preponderantly female: for every 
90 men there are 100 women over 65. Another 
important socio-economic difference between 
the sexes is that two thirds of the men but 
only one half of the women have living 
spouses. 


Classification of problems due to aging 

Health problems due to the aging process 
may be divided into three classes: (1) those 
due to the aging process itself; (2) those due 
to associated chronic diseases; (3) those due 
to psychologic problems associated with so- 
cio-economic difficulties. The trouble with 
understanding the importance of health prob- 
lems associated with the aging process it- 
self is our lack of knowledge regarding its 
exact nature. Conflicting points of view have 
been stated by Frank") to be, on the one 
hand, the belief that the aging process is 
simply involutionary changes in cells and 
tissues due to the passage of time and, on 
the other, the belief that the changes are due 
to infections, toxins, nutritional disturban- 
ces, and the like. 

The importance of chronic diseases in old 
age is much easier to understand. Host fac- 
tors connected with the aging process result 
in a greatly increased incidence of long term 
illnesses associated with (1) circulatory im- 
pairments, (2) metabolic dysfunctions, (3) 
the arthritides, (4) neoplasms. While chronic 
disease is by no means confined to old age, the 
proportion is much higher in this group, with 
the one third of the population over 45 bear- 
ing one-half the chronic disease burden. 
Table 3 from National Health Survey data‘! 
indicates the progressive increase in chronic 
disease and disability, amounting to invalid- 
ism with advancing age. 

The psychologic problems so important in 
disability in old age stem in considerable part 
from economic insecurity and other socio- 
economic problems. Employment has become 
a real problem. It is important in preserv- 
ing the independence, the mental health, and 
the economic security of the aged. It is also 
important in the economy of the nation, since 
increasing the ratio of dependents to workers 
will be a drag on production’. In the 65 and 
older group of males, the percentage of those 
employed and seeking employment has 
dropped from 68.2 per cent in 1890 to 42.2 
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Table 3 
Prevalence of Chronic Disease or Impairment 
and Disability, 1935-36 


Rate per 1,000 


Age in Years 


Chronic Disease or Impair- Disability for 
ment (3 or more months) Previous Year 


All i 77 117 
5-14 .. 68 3.1 

221 10.8 
344 28.5 
... §22 76.1 
85 and over ............ 557 101.0 


Source: Britten, R. H., and Collins, S. D.: The 
National Health Survey'!). 


per cent in 1940"*'. Studies have also shown 
the mean income of individuals over 65 with 
a cash income to be only one-third that of 
the 35-44 age group. The decrease in employ- 
ment of older individuals has been due to in- 
creasing urbanization and industrialization, 
the increasing number of older people, the 
decrease in self-employment, and to volun- 
tary and compulsory retirement plans''*’. 

Housing, recreational, and educational fa- 
cilities are key factors in the health of older 
individuals. Unsatisfactory accommodations 
and enforced dependency create disability 
through poor mental health. Figure 3, from 
Shock"*'’, shows the percentage of older 
people in households and in institutions. The 
fact that only 5 per cent were living in in- 
stitutions in 1940 is encouraging, but the fact 
that 18 per cent of the male and 30 per cent 
of the female population were living with 
children or relatives indicates the possibility 
of enforced dependency. 


Minimizing Disabili'y From the 
Aging Process 

Monroe''") has stressed the fact that most 
older people are normal and have suflicient 
life expectancy to justify long range plans, 
that much disability is due to “unfitness” 
which can be combatted, that economic prob- 
lems are at the center of the difliculties, and 
that programs must be designed to preserve 
the older person’s individuality. 

In considering the levels of prevention, one 
finds that on level 1 any general measures 
that restrict chronic disease will help prevent 
disability from the aging process. On level 2, 
specific measures to combat chronic disease 
have been discussed; promotion of employ- 
ment and proper recreational and even edu- 
cational facilities are important. On levels 3 
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PERCENT OF MALE AND FEMALE POPULATION 65 AND OVER 
IN HOUSEHOLDS 


THEIR OWN 


RELATIVES KG 
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Fig. 3. Percent of male and female population 65 
years of age and over in households and institutions. 
Data from the Sixteenth Census, 1940 Population, 
vol. 4, part 1, tables 11 and 12; and Special Report 
on Institutional Population, table 4, Washington, 
D. C., Government Printing Office, 1948. (Chart 
reproduced from Shock, W.: Trends in Geron- 
tology, Stanford, Stanford University Press, 1951). 


and 4, geriatric medicine becomes important; 
periodic health examinations and other types 
of screening examinations will be important 
in detecting chronic disease in this group 
where prevalence is high. Level 5, or reha- 
bilitation, is important because of the preva- 
lence of chronic disease; the fact that at 65 
life expectancy” is from 12.4 to 14.4 years 
for white males and females should be 
stressed. 

Proper facilities are important in warding 
off disability in the aged. All the types of fa- 
cilities mentioned briefly for chronic diseases 
are important. In addition, geriatric clinics 
with individualized treatment of older people 
are needed. Fundamental needs are research 
on the nature of the aging process, and more 
knowledge of the natural history of chronic 
diseases. 
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The early clinical observations of the ef- 
fect of age and sex on the course of infectious 
diseases foreshadowed the relation of the en- 
docrine organs to susceptibility and resis- 
tance to infection. These clinical and experi- 
mental observations were reviewed by Per- 
la’. The adrenal cortex has been implicated 
in many of these reactions; however, the ac- 
cumulation of definitive data was delayed un- 
til the work of Kendall made available potent 
preparations to test the effect of adrenal hor- 
mone overdosage. The recent widespread use 
of adrenocorticotrophic hormone (ACTH) 
and cortisone has provided an opportunity 
to observe the effect of hormone overdosage 
on the course of infectious diseases in man. 
This summary represents a review of some 
pertinent experimental material and a pre- 
sentation of clinical experiences with these 
agents. 
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The Effect of the Adrenal Hormones on 


Host-Parasite Reaction 


The state of resistance and the clinical 
manifestations of infectious diseases are a 
reflection of the inter-reaction of parasite 
and host cell. Bacteria produce disease by 
their toxins, by the sensitization of the host, 
and probably by the alteration in the host’s 
nutrition. The course of the disease as well 
as the symptomatology is dependent on the 
intensity of the host response. This response 
is a complex reaction of which presently 
known components include combinations of 
the following: cell migration, phagocytosis, 
alteration in cell metabolism, death of cells, 
the institution of a vascular response, and 
the production of antibodies to the parasites. 
The general clinical manifestations of fever, 
pain, malaise, and the inflammatory reac- 
tions are reflections of the cellular metabolic 
changes induced in the host by the parasite. 

In situations of stress, including infections, 
the adrenal hormones, like all other hor- 
mones, influence only the degree of reaction 
of the host cells: they do not initiate, abolish, 
or qualitatively alter the character of the 
process. Considerable evidence has been ac- 
cumulated to indicate that the adrenal hor- 
mones may condition the reaction of a cell to 
a bacterial exotoxin. Atlas and co-workers"? 
have reported that cortisone alters the re- 
sponse to diphtheria toxin by delaying death, 
although the final death rate was not de- 
creased. The febrile response to bacterial 
endotoxins is reduced by the administration 
of adrenal hormones’. The reaction pro- 
duced by bacterial polysaccharide (Shwartz- 
man phenomenon) is inhibited by cortisone”, 
but it should be mentioned that Thomas‘ 
has found that, under certain conditions, the 
toxin-induced cell damage may be enhanced 
by cortisone. 

Inhibition of the inflammatory response 

There is a profound inhibition of the in- 
flammatory response after adrenal hormone 
overdosage’, with few cells migrating into 
the injured area and a decreased vascular 
reaction. Consequently, there is a marked 
diminution in the clinical manifestations of 
heat, redness and pain, as well as decreased 
systemic reaction on the part of the host. 
This alteration in inflammation is seen only 
in the presence of overdosage. It is interest- 
ing that the converse is not true; adrenal 
insufficiency does not alter an inflammatory 
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Effect on phagocytic cell activity 

The activity of phagocytic cells is also in- 
fluenced by the adrenal hormones. After re- 
moval of the pituitary or adrenal gland, 
marked diminution in phagocytosis by poly- 
morphonuclear leukocytes and endothelial 
cells has been observed’. A similar reduc- 
tion in leukocyte phagocytic activity has been 
noted after adrenal hormone overdosage’. 
However, unpublished data from our labora- 
tory indicate that endothelial phagocytosis 
remains unaffected by adrenal hormone over- 
dosage”. 


Metabolic alterations 

Concurrent with these morphologic pro- 
cesses, the adrenal hormones produce marked 
cellular metabolic alterations. Studies, as yet 
unreported, have revealed that there is a de- 
creased aerobic production of lactic acid by 
cells treated in vitro with cortisone and hy- 
drocortisone, together with a diminution in 
response to injury". Overdosage of the hor- 
mone may cause a diminished production of 
antibodies in animals; however, this has 
not been shown with the doses of hormone 
used therapeutically in man''!’. Table 1 sum- 
marizes the effects of adrenal hormone on 
the mechanisms of resistance. 


Adverse Effects of Hormones in Infections 

Keeping in mind the effects of adrenal 
hormones on the host-parasite relationship, 
it is not surprising that there have been a 
series of reports on the adverse effect of 
cortisone and ACTH on the course of experi- 
mental infections. It has been shown that the 
rate of multiplication of viruses in cells may 
be increased by the treatment of the host 
with adrenal hormones*'. Thomas and co- 
workers"*), M. Cummings and Bloom''?), 
Thompsett and co-workers''”', and Glaser''"’ 
noted deleterious effects of these hormones 
on the incidence and course of experimental 
infections. 

These observations may be confirmed at 
the bedside. There have been a series of re- 
ports suggesting increased susceptibility and 
decreased resistance to infections among pa- 
tients treated with ACTH or cortisone”. In 
addition, suppression of the symptoms of in- 
fection has been clearly demonstrated'**'*. 
Of more than 400 patients at Duke Hospital 
treated with ACTH or cortisone, 11 listed in 
table I (Cases 1 and 2 are reported in more 
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Table 1 
The Effect of the Adrenal Pituitary Axis on Host-Parasite Reaction 
to Toxin Migration by Leukocytes by Endothelium Inflammation Antibodies 
Adrenal hormone Normal to Normal to Low Increased early; Decreased Normal to 
overdosage low low normal later decreased 
Adrenal hormone Decreased Normal Low Low Normal Normal 


deficiency 


detail and will be discussed later) had courses 
complicated by infections. 

Scrutiny of the table reveals several fea- 
tures worthy of comment. First, it is in- 
teresting that of this group of 12 patients, 
4 were thought to have disseminated lupus 
erythematosus. This incidence far exceeds 
that of acute disseminated lupus erythema- 
tosus in the total series, and suggests that 
these patients are relatively more susceptible 
than the large heterogeneous group. It is 
notable as well that suppurative infections 
developed in 8 of these patients, and of these 
infections, 4 occurred at the portals of entry 
created by diagnostic or therapeutic manipu- 
lations. No specific time following the insti- 
tution of ACTH therapy was required for the 
appearance of the infection, since these com- 
plications appeared at intervals varying from 
the fourth day to the tenth month. 

Alterations in the host response were par- 
ticularly marked in 4 patients (Cases 1 and 
2 reported in detail), in whom there was little 
or no febrile response to systemic infection. 


Illustrative Cases 
Case 1 


A 17 year old girl was first seen six years ago at 
the age of 11, complaining of abdominal pain sug- 
gestive of acute appendicitis. At laparotomy, only 
enlarged mesenteric lymph nodes were found. 

The patient was again admitted on June 26, 1951, 
because of bitemporal headache of four months’ 
duration. She was found to have a_ generalized 
lymphadenopathy, hepatomegaly, and splenomegaly. 
Other abnormalities noted were a normochromic, 
normocytic anemia, and minimal proteinuria. His- 
tologic examination of a lymph node revealed reac- 
tive lymphadenitis. The patient was discharged, but 
shortly afterwards experienced increased weakness, 
malaise, arthralgia involving the wrists, elbows, 
knees and small joints of the fingers, and epistaxis. 

Two weeks before her third admission there ap- 
peared superficial scaling lesions over the skin of 
the neck, mouth, and chin, as well as on the buccal 
mucosa, which were diagnosed as impetigo. A dif- 
fuse erythema appeared in a “butterfly” distribu- 
tion over the face, and one week prior to admission 
the patient was found to have intermittent fever up 
to 102 F., associated with an 8-pound weight loss. 
Physical findings at the time of the third admission 
on August 8, 1951, were essentially unchanged from 
those of previous admissions, except for a low grade 
fever and erythematous maculopapular non-pruritic 
eruption over the nose and molar eminences, There 


were several discrete superficially ulcerated areas 
measuring 1 to 2 mm. over the buccal mucosa and 
the hard palate, and several brown macules over 
the neck. 

It seemed clear that the patient had disseminated 
lupus erythematosus, and this diagnosis was sup- 
ported by the demonstration of “L.E. cells” in the 
patient’s peripheral blood, Intravenous ACTH ther- 
apy (20 units in 5 per cent glucose over a 12 to 18 
hour period) was begun on the second hospital day. 
The patient responded well to this regimen, with 
the loss of all symptoms except a mild arthralgia. 
To facilitate intravenous infusions, a polyethylene 
catheter was inserted in the right anticubital vein. 
However, on the ninth hospital day, a phlebitis de- 
veloped in this vessel, and the tube was removed. 

It was noted that purulent material could be ex- 
pressed from the sinus persisting in the patient’s 
right arm. Cultures of this material showed coagu- 
lase positive hemolytic Micrococcus aureus. Six hun- 
dred thousand units of penicillin and 2 Gm. of aureo- 
mycin per day were administered for the following 
six days, and 120 units of ACTH per day was given 
intramuscularly. Typical manifestations of a mon- 
ilial infection developed on the buccal mucosa. The 
patient had no noteworthy complaints despite a 
return of fever, her temperature rising as high as 
101.2 F. on the third day of therapy. Two blood 
cultures taken before the administration of peni- 
cillin were later reported positive for the same type 
of organism obtained from the sinus. Frequent 
blood cultures taken subsequently were all sterile. 
Her temperature returned to normal and she re- 
mained essentially afebrile for the remainder of her 
stav in the hospital. 

On the thirteenth hospital day, mild arthralgia 
associated with moderate swelling was noticed in 
the left elbow, but limitation of motion was mini- 
mal. On aspiration of the joint, cloudy fluid was 
obtained which again revealed hemolytic Micro- 
cocecus aureus. Antibiotic therapy including 2 Gm. 
of terramycin and 2,000,000 units of penicillin per 
day was reinstituted. By the twenty-fifth hospital 
day, the patient’s left elbow joint no longer showed 
signs of infection, and there was a free range of 
motion, 

The patient was discharged considerably improved 
on the thirty-third hospital day on maintenance 
therapv consisting of 75 mg. of cortisone per day. 
She did well for two weeks, then returned to the 
clinic complaining of sharp pains in her left hip. 
On readmission to the hospital, films of the pelvis 
showed areas of destruction in both femoral heads. 
It was thought at this time that these were areas 
of octeomyelitis. Follow-up studies show that the 
lesions have persisted and progressed without con- 
stitutional symptoms, and it is thought that they 
may represent some form of aseptic necrosis. The 
patient has continued on cortisone therapy up to 
the time of writing without evidence of smoldering 
or frank infection. 


Comment: Observers were impressed by 


(1) the unusual portal of entry and dissem- 
ination of the complicating infection despite 
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vigorous antibiotic therapy and (2) the wide 
disparity between alarming laboratory evi- 
dences and minor clinical manisfestions of 
disseminated and suppurative staphylococcal 
disease. 


Case 2 


The patient, a 48 year old garage mechanic, had 
always been in good health until the onset of poly- 
arthritis six months previously. This had progressed 
in severity until the time of admission. The patient 
had had no known contacts with tuberculous indi- 
viduals, but had had a hacking cough productive of 
one tablespoonful of brown sputum per day for four 
years. On admission to the hospital, he was found 
to have typical clinical and laboratory findings of 
active rheumatoid arthritis, including a low grade 
fever, Roentgen examination of the chest was within 
normal limits. Following preliminary studies, the 
patient was placed on Wilson’s Corticotropin ther- 
apy, initially 10 mg. given subcutaneously every six 
hours and followed later by a reduction in dosage. 

The patient’s response to therapy was definite, 
the low grade fever was obliterated, and there was 
hoth subjective and objective improvement in joint 
function. However, at no time did he become com- 
nletely asymptomatic. His course was complicated 
by episodes of metabolic alkalosis and associated 
hypertension. with blood pressure readings as high 
as 200 systolic, 130 diastolic. The alkalosis was suc- 
cessfully combatted with intramuscular testosterone 
provionate, 100 mg. per day™9), potassium chloride, 
6 Gm. per day, and reduction of ACTH dosage to 
20 mg. per day. 

When ACTH dosage was further reduced prepara- 
tory to its discontinuance, the patient suddenly 
spiked fever to 39.4 C. This was associated with a 
recrudecence of all joint symptoms, and basal pul- 
monary rales were found on examinaticn of the 
chest. A chest roentgenogram taken at this time 
showed widening in the area of the upper media- 
stinum, in contrast to three previous chest films 
which had been read as normal. ACTH therapy was 
again increased and, in a chest film taken two days 
later. the upper mediasternal shadow was no longer 
unduly prominent. The patient again responded to 
ACTH therapy with a subsidence of most of his 
arthritic symptoms and complete disappearance of 
his fever. The ACTH was again withdrawn and 
aspirin substituted, a moderate return of symptoms 
occurred, and he was discharged on the nineteenth 
hospital day. 

He reappeared in the outpatient clinic after two 
months in complete relapse of his rheumatoid arth- 
ritis. At this time cortisone therapy was begun, 
initially consisting of 200 mg. per day with a grad- 
ual reduction of the dose to 75 mg. per day, The 
patient’s symptoms again responded moderately well 
to this therapy, and in the following month he had 
little difficulty with his arthritis, unless his dose of 
cortisone was reduced below 75 mg. per day. 

Nine months after the first admission, the patient 
reappeared in the clinic and complained of hoarse- 
ness and cough which had been present over a two 
week period. A roentgenogram of the chest showed 
no abnormalities. Because of progressive hoarse- 
ness, he was examined by laryngoscope and the 
cords were found to be somewhat reddened. 

On one of the clinic visits, in addition to his 
hoarseness and his cough, the patient was found to 
have transient rhonchi over the left lower lobe. One 
year after the hospitalization, because of the ques- 
tionable benefit accruing from hormonal therapy, 
the cortisone was discontinued. This was followed 
by an increase in joint symptoms and a rise in 


temperature to 101 F., but the patient became rela- 
tively comfortable on increased aspirin therapy. 
Three months after the discontinuance of therapy, 
the patient was again examined by laryngoscope, a 
biopsy of a vocal cord was done, and histologic ex- 
amination of the tissue revealed the presence of a 
granulomatous inflammation with giant cells of the 
Langhans type. Special stains showed no acid-fast 
micro-organisms or fungi. The patient was recalled 
to the hospital. On physical examination, no ab- 
normalities were noted in the lungs, but roentgeno- 
grams of the chest revealed a bilateral coarse 
mottling throughout both lung fields, particularly 
dense in the apices. The roentgenologiec impression 
was that the changes indicated a generalized pul- 
monary parenchymal inflammatory process. The pa- 
tient’s tuberculin was 4 plus at the dilution of 1:100. 
Acid-fast stains of sputum revealed many typical 
bacteria. 

Comment: Laryngeal and disseminated 
pulmonary tuberculosis developed in this pa- 
tient during protracted treatment with AC 
TH and cortisone. It is unfortunate that a 
chest roentgenogram was not again obtained 
at the time of discontinuance of cortisone 
therapy one month before the pulmonary 
lesions were discovered. There is experi- 
mental evidence that tuberculous lesions are 
held in check during cortisone therapy and 
dissemination occurs after administration of 
the hormone is discontinued”. It is concei- 
vable that a similar sequence of events oc- 
curred in this patient. 

Thus, these experiences, together with 
those outlined in table 2, although uncon- 
trolled and without statistical validity, have 
led to the definite clinical impression that, in 
some patients, ACTH or cortisone admini- 
stration is instrumental in provoking serious 
infections in terms of both decreased resis- 
tance and delaved recognition. 

With the use of adrenal hormones in the 
treatment of non-infectious diseases, it be- 
comes important to consider the constant 
dangers that accompany their use. The pa- 
tient should be carefully evaluated to rule out 
latent infectious processes which may be ad- 
versely affected by therapy. If the possibility 
of activation is present, adequate prophylac- 
tic chemotherapy should be instituted with 
the hormone therapy. Biopsy sites as well as 
hypodermoclysis may act as foci for the en- 
trance of a pathogen. Chemotherapy and pro- 
longed observation in the case of biopsies are 
necessary. The patient must always be on the 
alert for infections; the usual clinical warn- 
ings will not be present. The complication 
will develope insidiously, fever will be mini- 
mal, localizing signs will be absent, and the 


a 
<i 
f * 
| 
| 
‘ 
| = 
i 
| 
it 
| 
| 
| 


610 NORTH CAROLINA 


leukocytosis accompanying therapy will mask 
the leukocytosis relied upon to indicate infec- 


tion. 
Beneficial Adrenal Hormone 


Therapy in Infections 


In striking contrast to these complications 
of clinical administration, there are re- 
ports"? of apparent benefit of short 
term ACTH or cortisone therapy in combat- 
ting the toxic manifestations of severe in- 
fections. An illustrative case is presented. 


Case 3 

The patient, a 22 year old Negro married woman, 
was apparently in good health until two days prior 
to her admission, when a right pleuritic pain, non- 
productive cough, and fever without chills developed. 
The day before admission, she received one Injec- 
tion of penicillin and prescribed yellow capsules 
(? aureomycin), to be taken every four hours, The 
patient noted the onset of dyspnea the night before 
admission, and this progressed in severity until she 
was seen in the hospital. At the time of admission, 
she was coughing and producing a rather foamy 
sputum without the appearance of gross blood. 
There was no past or family history of allergic 
disease. 

Physical examination revealed the temperature 
to be 38.9 C., the pulse 140, respiration 48, and blood 
pressure 110 systolic, 60 diastolic. The patient was 
acutely ill with extreme dyspnea and obvious splint- 
ing of the right chest. The mucuous membranes 
were somewhat pale, and the nail beds were defi- 
nitely cyanotic. It was thought that the trachea was 
deviated slightly to the right. There was dullness 
to percussion at the right base posteriorly, and an 
area of bronchial breathing was heard over the right 
middle lobe. Fine rales were heard in all lung fields. 

Accessory clinical findings revealed a_normo- 
chromic normocytic anemia with a hemoglobin of 
10 Gm., a white blood cell count of 26,750, with a 
shift to the left. Urinalysis revealed only a heavy 
trace of protein. A tuberculin skin test (OT 1:1,000) 
was negative. Examination of the sputum showe 
gram-positive diplococci which were subsequently 
identified as pneumococci, type I. 

Although the patient was given penicillin, 100,000 
units every 3 hours, and terramycin, 1 Gm. every 
4 hours, her clinical course steadily worsened during 
the first hospital day until that evening when the 
temperature was 41.1 C. despite constant adminis- 
tration of alcohol-ice water sponges. Her blood pres- 
sure became unobtainable and her pulse could not 
be felt below the femoral or in the radial vessels. 
Cyanosis was not influenced by oxygen therapy, and 
because of the seriousness of her state she was 
given penicillin intravenously followed by 60 mg. 
of Wilson’s ACTH over an eight hour period. 

Three hours after the ACTH was given, her tem- 
perature dropped to approximately normal levels 
where it remained during the rest of her hospital 
stay. The pulse remained rapid and she had rapid 
respirations of about 40 per minute. Chest roent- 
genograms, which had originally revealed evidence 
of lobar consolidation in the right middle lobe and 
diffuse bronchopneumonia in the remaining lung 
areas, showed considerable clearing in approxi- 
mately 48 hours. Following the intravenous injec- 
tion of ACTH, she was given 100 mg. of cortisone 
per day orally for two days. Marked eosinophilia 
developed, rising to a count of 33 per cent, with a 
total white cell count of 19,560. A skin test and a 
muscle biopsy were done, since it was thought that 
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trichinosis could be an etiologic factor. Pathologic 
examination of the specimen revealed only normal 
muscle tissue. After 15 days, a roentgenogram of 
the chest showed clearing of the lung fields, with 
only slight elevation of the right diaphragm, so the 
patient was discharged. The patient’s blood was 
re-examined after one month, and a white cell count 
of 10,200 with 2 per cent eosinophils was found. 
Her anemia had remained refractory to iron therapy. 
Comment 

The very dramatic and perhaps life-sav- 
ing improvement in the patient’s course oc- 
curred shortly after the administration of 
ACTH. On the basis of this single case, it 
is impossible to determine whether this 
change can be ascribed to therapeutic forti- 
tude or convenient coincidence. However, to 
date, three other patients have been similarly 
treated with apparent benefit. One is a 22 
year old man with pneumococcal meningitis 
and chronic mastoiditis ; the second, a 29 year 
old woman with agranulocytosis, acute leu- 
kemia and Aerobacter aerogenes septicemia; 
and the third, a 22 year old woman with sub- 
acute bacterial endocarditis due to Strepto- 
coccus viridans. 

It is our opinion that ACTH or cortisone 
administration may serve an important 
function in the treatment of life-threatening 
infections if (a) a specific etiologic agent is 
known, (b) specific antibiotic therapy is 
available, and (c) chronic hormonal therapy 
is avoided. However, we would hestitate to 
use the material even under these circum- 
stances until further clinical and laboratory 
data are available. 


Summary 


Adrenal hormone overdosage may have a 
place in the treatment of infectious diseases 
where short term diminution of host response 
of retardation of toxic reaction is indicated. 
The infectious complications of adrenal hor- 
mone therapy are a constant threat to its use 
in all diseases. The diminution of host re- 
sponse to the infectious agents is so great 
that the danger associated with the therapy 
is intensified by the delayed recognition of 
the complication. 
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Chronic ys. progressive disease.—Old age is the 
time of life when chronic disease is most common. 
Persistent maladies acquired in earlier years are 
augmented by deficits and disabilities of many 
kinds. But we have erred in assuming that * ‘persist- 
ent” and “chronic” mean “progressive.” As a matter 
of fact, few diseases grow worse from year to year. 

Arthritis, for example, is universal in old age. 
The rheumatoid atrophic type, however, is rare; 
it seldom sets in after the age of 60; most of its 
destructive effects have been completed by that time, 
and its further advance is more upon the patient 

as a person than upon the function of his joints. 
Hypertrophic arthritis, the ‘“‘wear and tear’ type, is 
found in everyone. The deformities it produces tend 
to become more pronounced, but they are not asso- 
ciated with malaise, and they do not interfere with 
vigorous living —Robert T. Monroe: A New Look 
at Old Age,, J. Internat. Coll. Surgeons, 14:124 
(July) 1950. 
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THE CLINICAL USE OF RESINS 
WOODROW BATTEN, M.D. 
SMITHFIELD 


Since the work of Segal and his co-work- 
ers'" on the effect of a polyamine formalde- 
hyde resin in the neutralization of gastric hy- 
drochloric acid was published in 1945, a con- 
siderable volume of literature on the experi- 
mental and clinical use of both anion and ea- 
tion exchange resins has accumulated, It is 
the aim of this paper to evaluate the work 
that has been done and to draw some conclu- 
sions concerning the proper place of resins 
in the present day practice of medicine, point- 
ing out particularly some of the ‘difficulties 
that may be encountered and how these prob- 
lems may be met. 


Structure and Types of Resins 

Exchange resins are synthetic polymers of 
compounds whose basic structure is the ben- 
zene ring, these rings being bound together 
by cross-links to form a molecule of exceed- 
ingly great size. This part of the structure 
is highly insoluble and chemically inactive, 
but attached to these rings are side chains 
which may be acid or basic in type, each ca- 
pable of ionizing and exchanging its original 
ion for another of like charge in the sur- 
rounding medium. If the side chain is basic 
and when ionized liberates a negatively 
charged ion or anion and is hence able to re- 
ceive another anion in exchange, the struc- 
ture is called an anion exchange resin. In 
like manner, if the side chain is acid and is 
capable of liberating and receiving positively 
charged ions, or cations, the structure is 
called a cation exchange resin. 

I shall say little about the anion exchange 
resins, because they have not been nearly so 
widely used as have the cation exchangers. 
Anion exchangers were first used in the treat- 
ment of peptic ulcer'*'. The concensus seems 
to be that they are about as effective( in ad- 
equate dosage) as any other antacids and 
have fewer undesirable effects than many of 
the others. The chloride ion of the gastric 
hydrochloric acid is bound to the resin in 
the stomach, but is liberated again in the al- 
kaline medium of the intestines, from whence 
it is absorbed. There is no acid rebound fol- 
lowing the use of this form of antacid, and 
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one is not likely to encounter electrolyte dis- 
turbances in its use. 

Anion exchange resins have also been used 
with promising results in the treatment of 
heartburn of pregnancy”), and have been 
combined with cation exchangers to help pre- 
vent the acidosis caused by the latter in the 
treatment of endematous states). Resinat is 
a commercially available anion exchange 
resin. 

The cation exchangers most commonly 
used are those having as side chains the car- 
boxylic and the sulfonic groups. These side 
chains may be present in the free acid form 
or may have an ammonium, potassium, or 
other cation present; hence the designation 
“acid,” “ammonium” or “potassium phase.” 
In the stomach, in the presence of hydrochlo- 
ric acid, the resins in the ammonium or potas- 
sium phases are apparently converted to the 
acid phase and the ammonium and potassium 
ions made available for absorption into the 
blood stream. This should be kept in mind 
when we consider later the advantages of us- 
ing combinations of resins in more than one 
phase. 

Clinical Possibilities of Cation 
Exchange Resins 

At this point let us consider what it is 
theoretically possible to accomplish in the 
clinical use of cation exchange resins. When 
administered in the acid, ammonium or so- 
dium phase, these resins quite consistently 
increase the daily output of potassium in the 
stool’. They show a rather strong affinity 
for potassium, and it is possible with them to 
increase the daily stool content of potassium 
many fold. It will be readily appreciated that 
this is a two-edged sword—it may be either 
helpful or harmful. When given in the potas- 
sium cycle, resins may be used as a means of 
preventing the development of potassium de- 
ficiency during resin therapy. In whatever 
phase a resin is administered, it apparently is 
converted to the acid phase in the presence 
of gastric hydrochloric acid, thus making 
available for absorption any cation that was 
originally attached to the resin. Thus resin 
in the potassium phase makes available for 
absorption in the stomach potassium which 
may compensate in part or in whole for the 
potassium subsequently bound by the resin 
in the alkaline contents of the intestines and 
excreted in the stool. 

It has been observed repeatedly that the 
use of cation exchange resins may enhance 
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the effect of mercurial diuretics, but the 
exact mechanisms of this action is not clearly 
understood. It is probably related to the fact 
that they tend to produce two conditions 
commonly recognized as conducive to good 
mercurial diuresis — namely, an adequate 
plasma chloride level and a diminished plas- 
ma bicarbonate level. 

Resins are also capable of increasing the 
quantity of calcium and magnesium excreted 
in the stool, but I know of no clinical circum- 
stances in which this function has been used 
therapeutically. 

By far the most useful characteristic of 
resins in clinical medicine is their ability to 
increase the amount of sodium excreted from 
the body in the stool. This action may be 
limited to preventing the absorption of part 
or all of the sodium taken in the diet or may 
go farther and carry out in the stool a quan- 
tity of sodium greater than that ingested, 
thereby helping to eliminate sodium which 
has accumulated in the body, and in so do- 
ing help to mobilize edema fluid. In using ca- 
tion exchange resins for this purpose one 
should keep in mind that their capacity to 
bind sodium is limited. Several factors bear 
on the question, including the dose of resin, 
the mesh or particle size, the pH of the sur- 
rounding medium, the concentration of so- 
dium in the intestinal contents, and the tran- 
sit time of the resin through the bowel'®’. 
With the patient on a fairly low salt diet 
(containing about 3 or 4 Gm. of salt daily), a 
daily dose of 45 Gm. can be expected to bind 
the sodium contained in roughly 2 or 2.5 Gm. 
of salt”. This, of course, will show consider- 
able variation. One can readily infer that 
resins are not a complete substitute for low 
salt diets, but when used may permit the use 
of enough salt to make the diet more pala- 
table. 


Therapeutic Uses 

Resins may be of value in the management 
of cases of lower nephron syndrome with ex- 
cessive accumulation of potassium in the 
body. In such cases one would, of course, 
avoid using resin in the potassium phase, 
since there is no reason to replace any of the 
potassium removed by the resins. In the treat- 
ment of this condition the resin may be given 
orally or rectally. The rectal route has been 
quite effective in some cases, but since the 
results are highly variable, the oral route is 
to be preferred’. 
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The alkalosis, sodium retention and potas- 
sium depletion produced by ACTH and cor- 
tisone therapy may be combatted by the use 
of cation exchange resins in the potassium 
and ammonium phases. In this instance, 
probably 40 to 50 per cent of the resins ad- 
ministered should be in the potassium phase. 

The use of resins in the treatment of hy- 
pertension has not been investigated ex- 
tensively, but promising results have been 
achieved in a few cases.“ Obviously, the 
resin will not permit an unlimited amount of 
salt in the diet, but it may make possible a 
more palatable diet. In this connection, I 
would like to say, however, that except in 
cases of low salt syndrome, I am convinced 
that toleration of the rice diet or other ex- 
tremely low salt diets is primarily a psycho- 
logical problem. I have encountered few pa- 
tients who could not tolerate such diets, if 
they approached the problem in the right 
frame of mind and followed the diet closely 
for at least gne month. If, however; the pa- 
tient’s initial response is “I know I can’t eat 
that stuff,” the chances are he will prove 
himself right. 

It has been suggested that patients with 
Addison’s disease may be helped by the ad- 
ministration of cation exchange resins in the 
sodium phase.”° By this method one could 
administer sodium and remove potassium. 
As yet I do not know of any case in which 
this has been tried. 

By far the greatest use of exchange resins 
has been made in the treatment of edema and 
ascites. The results in this group have been 
encouraging but not uniformly good. Resins 
are by no means a substitute for the con- 
ventional treatment, and probably should be 
held in reserve for use in those cases which 
do not respond satisfactorily to the usual 
treatment. In some cases resins will produce 
diuresis when mercurials have failed, and in 
others they may restore responsiveness to 
mercurials. In patients who find a low salt 
diet a great problem psychologically or eco- 
nomically, the addition of resins to the re- 
gimen may make it safe to permit a diet suf- 
ficiently liberal in salt to insure more consis- 
tent cooperation on the part of the patient. 
Patients with congestive heart failure have 
given the most satisfactory response to resins 
employed for these reasons,''!’ but some good 
results have also been reported in patients 
with cirrhosis and ascitis,'*) nephrosis,“* 
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and pregnancy with toxemia or fluid reten- 
tion”. 


Problems and Complications 

Among the problems encountered in the 
use of exchange resins, palatability is a 
considerable one, and numerous vehicles have 
been tried. The resin may be suspended in 
plain water, but is probably somewhat easier 
to take in fruit juice or flavored cornstarch 
solution. It has been suggested that since 
ion exchange and uptake is increased when 
ethanol is present in the substrate, an elixir 
of the resin may be desirable’. None of 
these vehicles, however, completely elimi- 
nates the gritty, sand-like consistency or the 
rather large bulk of the resin. 

Nausea and vomiting are occasionally en- 
countered and may be of such degree as to 
completely prohibit the use of resins. There 
seems to be no great difference between the 
different resins as regards the incidence of 
nausea and vomiting except that those admin- 
istered entirely in the acid phase are much 
more inclined to cause gastric irritation. A 
single trial need not be considered final, since 
some patients showing an intolerance to the 
preparation may later be able to take it with- 
out difficulty. In general, the more liberal the 
diet, the better the resins are tolerated. 

Constipation and, less often, diarrhea may 
be encountered, and a few instances of fecal 
impaction have been reported. The use of 
methylcellulose and similar materials will 
usually answer this problem, but in some 
cases more strenuous measures will be re- 
quired. 

Attention has been called to the appearance 
of casts in the urine of patients receiving 
cation exchange resins"®’. This seems to be 
related to the lowering of the urinary pH and 
the casts quickly disappear when the treat- 
ment is discontinued. It is not felt that there 
is any actual renal damage associated with 
the production of casts. 

One author describes some noticeable neu- 
rologic disturbances occurring during cation 
exchange therapy in patients with cirrhosis 
of the liver. These consisted of drowsiness, 
apathy, weakness, slurred speech, disorien- 
tation, inappropriate behavior, and an ir- 
regular flapping tremor which was intensified 
by standing. Attention was called to the fact 
that these disturbances occurred only in those 
patients receiving resin in the ammonium 
phase, and were similar to the symptoms 
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seen in impending hepatic coma. Upon dis- 
continuing the treatment the symptoms com- 
pletely disappeared in all cases. 


It has been known for several years that 
in certain patients with kidney disease the 
administration of a diet extremely low in 
salt may lead to grave disturbance which 
seem to be due to excessive depletion of the 
body sodium". There is a marked decrease 
in urine formation and a rise in the nonpro- 
tein nitrogen. For a long time it was felt that 
this situation was due to diminished glomer- 
ular filtration secondary to the disturbance of 
the blood electrolytes, but there is experimen- 
tal evidence to indicate that the hypofiltra- 
tion is due to intrarenal vasoconstriction, re- 
sulting in decreased renal flow. Accompany- 
ing the decreasing volume of urine and rising 
nonprotein nitrogen are abnormally low 
levels of sodium and chlorides in the blood, 
a steady gain in weight, and complaints of 
drowsiness, weakness, anorexia, nausea and 
sometimes vomiting, and occasionally ab- 
dominal and muscular cramps. The recogni- 
tion and appropriate treatment of this con- 
dition may be life-saving, since the disturb- 
ance can be reversed in many cases by the 
slow intravenous infusion of hypertonic so- 
dium chloride solution—5 or 6 per cent be- 
ing the concentration of choice. This can be 
done with relative safety even in patients 
with severe congestive heart failure. One 
might be able to administer the salt by mouth. 
but the amount required will sometimes cause 
gastrointestinal disturbances and may have 
an erratic rate of absorption. Regardless of 
the route of administration, the amount of 
salt prescribed should be carefully calculated, 
since overshooting the mark is very haz- 
ardous. One should, of course, be guided by 
serum chloride and plasma carbon dioxide. 

Resins have an even greater affinity for 
potassium than for sodium and when admin- 
istered in the acid or ammonium phases ca- 
tion exchangers may lead to serious depletion 
of the potassium in the body. While the con- 
dition may be guarded against by administer- 
ing part of the resin in the potassium cycle, 
this is not a guarantee that potassium de- 
ficiency will not develop and one must be 
constantly alert to the development of this 
condition. Muscular weakness or paralysis, 
nausea, and depression or absence of tendon 
reflexes should bring the possibility to mind. 
The electrocardiogram is often helpful in the 
diagnosis, showing low, flat T waves, de- 
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pressed and sagging S-T segments, and pro- 
longed Q-T interval. This disturbance may be 
treated by the oral or intravenous admini- 
stration of potassium chloride. The incorpo- 
ration of liberal amounts of orange juice— 
a rich source of potassium—into the diet is a 
useful preventive measure. 

Since potassium exerts a protective action 
against digitalis intoxication, the lowering 
of the blood potassium level which often ac- 
companies resin therapy may permit the ap- 
pearance of this complication. It has been 
suggested that if a patient is fully digitalized, 
the digitalis be discontinued for two or three 
days prior to starting resin therapy’. 

Many patients on resin therapy will de- 
velop some degree of compensated acidosis, 
and if there is a considerable degree of renal 
damage with impairment of ammonia pro- 
duction, the acidosis requires clinical treat- 
ment and sometimes prohibits the further 
use of resins. The inclusion of a small amount 
of anion exchange resin in the preparation 
used helps to prevent acidosis by increasing 
the excretion of acid ions in the stool”), At 
least one resin product on the market con- 
tains both the anion and cation exchangers. 


Precautions 


In conclusion, I would like to point out 
certain precautions which should be taken 
preparatory to starting a patient on cation 
exchange resin therapy. The blood non-pro- 
tein nitrogen should be determined, and some 
workers state that if it is found to be ele- 
vated, resin therapy is definitely contraindi- 
cated, since there is a strong possibility that 
the renal sufficiency will be aggravated. I do 
not personally feel that this should always 
rule out the use of resins but admit that one 
must proceed cautiously in such cases. A 
baseline electrocardiogram should be done for 
future reference in looking for hypopotas- 
semia. The patient should be weighed daily 
early in the course of therapy, and should 
maintain a fair appetite and reasonably good 
urine flow. If edema is present, slight to mod- 
erate diuresis should occur within three days, 
followed by more marked diuresis if a mer- 
curial is then used. If this does not occur, 
renal failure or low salt syndrome should be 
suspected. Hyperpnea, nausea and vomiting, 
weakness, cramps, or drowsiness should lead 
one to stop resin therapy, check the chloride, 
carbon dioxide and nonprotein nitrogen 
levels, and repeat the electrocardiogram. So- 
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dium and potassium levels should also be de- 
termined if possible. 


By far the great majority of adverse ef- 
fects will show up in the first 10 days of 
treatment if they are going to show up at all. 
After the first two or three weeks it is not 
necessary to follow the patient as closely as 
at first. The effect of resin continues to a con- 
siderable degree for about three days after 
it has been discontinued, apparently the time 
required for the intestinal tract to rid itself 
of the resin. Therefore, some practitioners 
favor an intermittent schedule—four days on 
and three days off''”). This also affords the 
patient some rest from taking a none too 
pleasant medication. 


It seems, then, that resin therapy has a 
place in modern therapeutics, but it should 
be employed only with a keen awareness of 
its possible undesirable effects. 
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Discussion 


Dr. Raymond M. Wheeler (Charlotte): Dr. Bat- 
ten’s comprehensive review of the use of the anion 
and cation exchange resins leaves no doubt that 
physicians have been presented with a therapeutic 
weapon of unusual versatility. Despite the obvious 
disadvantages—and in some cases the potential haz- 
ards—of the resins, the advantages are clear. 


The cooperative patient can be allowed a more 
appetizing diet. The back-slider can be more easily 
and efficiently controlled. The number of mercurial 
injections can be sharply reduced, and, in many 
cases, the number of visits to the office can be 
appreciatively diminished. 


It is true that the use of resins will probably be 
limited. Possibly their greatest usefulness will lie 
in that group of cases in which very small improve- 
ment may mean the difference between success and 
failure. To me, one of the most interesting aspects 
of this problem is Elkinton’s report of his success 
in lowering the serum potassium concentration by 
the oral or rectal use of the cation exchange resins. 
This author’s experience offers new hope in cases 
of anuria secondary to reversible renal lesion. Pos- 
sibly a new resin which will have a higher specif- 
icity for potassium than is now available to us will 
be developed. 


I think one word of caution regarding potassium 
metabolites should be injected: The fact that there 
is added potassium in most of the available resin 
prenarations should not create a false sense of se- 
curity. We should remember that in a low sodium 
diet the restriction of potassium is approximately 
five times greater than that of sodium. Further- 
more, in instances of plasma sodium loss. potassium 
migrates from the cell to the extracellular fluid. 
Then, following mercurial or ammonium chloride 
diuresis, large amounts of potassium can be lost in 
the urine. This possibilitv has been suggested in 
longstanding cases of cardiac failure, probably pro- 
gressing to the clinical picture known as the low 
salt syndrome. 


There is still another therapeutic hazard. Nobody 
knows what effect these resins will have on the 
vitamin and amino acid contents of the diet. Physi- 
cians have reported 2 cases, I believe, of tetany in 
patients receiving resins, and it has been stated 
that there is a definite risk of generalized deminer- 
alization of bone in patients who receive these prep- 
arations over a long period of time. 


Resins possess other therapeutic possibilities as 
yet undeveloped. For instance, what will be their 
role in the management of obesity and premen- 
strual tension? I wonder if a resin which would 
prevent the absorption of iron in the gastrointestinal 
tract could be developed. Such a resin would be very 
valuable in the management of hemochromatosis 
and polycythemia. Could these preparations be used 
in the management of toxemia of pregnancy and in 
the treatment of hypertension? 


Dr. Batten’s apparent lack of sympathy for the 
patient on the rice diet disturbed me somewhat. At 
the risk of incurring the wrath of the Duke group, 
I would not only suggest that the problem of toler- 
ating the rice diet is largely psychologic, but I 
wonder if the interpretation of the therapeutic re- 
sults of this diet might not also be primarily psy- 
chologic rather than metabolic or nutritional. Grant- 
ed that resistance to the diet is a psychological 
problem, it is none the less real, and I dare say 
that In certain instances, the cation exchange resins 
will prove valuable in providing a partial solution. 
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RELIEF DURING LABOR AND DE- 
LIVERY, WITH REFERENCE TO 
MOTHER AND CHILD 


C. R. STEPHEN, M.D. 
WILLIAM K. NOwWILL, M.D. 
and 
RUTH C. MARTIN, M.D. 
DURHAM 


Progress in obstetrics is measured funda- 
mentally by how many mothers survive the 
ordeal of delivery and how many infants 
overcome the difficulties of intrauterine life, 
delivery, and the neonatal period to develop 
normally in both mental and physical 
spheres. In the last few years maternal mor- 
tality has been lowered until it is close to 
the irreducible minimum. The maternal mor- 
tality rate at Duke Hospital in 8,770 deliver- 
ies since 1946 has been 0.09 per cent. This 
speaks well for the prenatal and natal care 
of mothers. 

Reductions in infant mortality and mor- 
bidity have not kept pace with the improve- 
ments made in maternal care (table 1). Ba- 
bies are being lost in wtero and during the ne- 
onatal period in numbers which demand ex- 
amination of the procedures involved in their 
delivery". 

It is the purpose of this discussion to con- 
sider the influence of soporific and analgesic 
drugs on the mother and fetus during the 
course of labor and delivery. Too often in the 
past the primary concern has been the com- 
fort of the mother, without sufficient at- 
tention to the effect of this or that medica- 
tion on the baby. Yet it has been stated that 
the pain-relieving drug which does not in- 
crease the incidence of asphyxia neonatorum 
has yet to be found”. By careful and judi- 
cious employment of analgesic agents, it may 
be possible to effect important reductions in 
neonatal mortality and morbidity. 

The harm which may be done to the fetus 
by drugs administered during labor is diffi- 
cult to appraise. If one is contemplating the 
administration to the mother of a sedative 
which one would hesitate giving to a new- 
born, however, one should also pause before 
giving it to the mother, especially in large 
doses. An injection of morphine may provide 
~ Read before the Section on Gynecology and Obstetrics, Medi- 
geal of the State of North Carolina, Pinehurst, May 7, 


From the Department of Anesthesiology, Duke Hospital, 
Durham. 
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Table 1 


Infant Mortality Rates 
(1946-1951) 


Year Stillborn Neonatal Total 


1947 533.4 11.9 83 5.4 
1948 68 4.6 29 1.9 97 
1949 47 3.2 36 862.4 83 
1950 65 4.4 25 «1.7 90 6.2 
1951 61 3.9 26 87 


satisfaction for the mother, but it also pro- 
duces severe respiratory depression in the in- 
fant. 

In the effort to reduce the trials of labor 
as much as possible drugs are often pre- 
scribed in doses which are greater than the 
patient needs or even desires. One of the du- 
ties of the obstetrician is to analyze the pro- 
spective mother carefully during the prena- 
tal period. Her threshold to pain can be eval- 
uated by her reaction to examinations during 
the period of gestation. Her history of pre- 
vious deliveries or operations also may give 
a clue as to her tolerance of pain. Some 
mothers, with proper instruction, confidence 
in themselves, and faith in their obstetri- 
cian, can carry through labor without anal- 
gesics of any kind. The least amount of any 
drug which is given, the better for the baby. 
It is a mistake to prescribe routine medica- 
tion, because no two mothers will conform 
to the routine. Suit the dose to the apparent 
need of the patient, and then err on the side 
of conservatism. 


Analgesic Agents Employed During Labor 


Of the analgesic drugs in use today, pro- 
bably Demerol is favored most highly. In 
doses of 50 to 100 mg. (equivalent in potency 
to 5 to 10 mg. of morphine), Demerol is be- 
lieved to provide some pain relief for the 
mother without unduly depressing the res- 
piratory center of the child. However, this 
narcotic will depress fetal respiration al- 
most as much as will the equivalent amount 
of morphine. This can be demonstrated ef- 
fectively by observing the effects of the in- 
travenous administration of Demerol. 

In recent months the synthetic compound, 
Methadone’, has been recommended as an 
analgesic during labor. Although it is too 
early to be certain, evidence at hand sug- 
gests that this agent has depressed fetal res- 
piration as much as morphine does. It is per- 
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haps unwise to give any narcotic analgesic 
drug, except in the smallest doses, if the de- 
livery is expected within four hours. In this 
way the depressant effect on the newborn 
can be somewhat reduced. 

Scopolamine or hyoscine is an agent em- 
ployed commonly during labor. It produces 
a cerebral sedative effect associated with 
drowsiness and amnesia". In moderate doses 
it has little, if any, depressant effect on res- 
piration”’. Unfortunately it is not an anal- 
gesic, and may induce restlessness and irra- 
tionality in those having severe pain. Often- 
times this proves to be a complicating factor 
for the nurses during labor. The amnesic ef- 
fect is such, however, that the mother sel- 
dom remembers the situation in the postnatal 
period. 

A variety of barbiturates have been recom- 
mended for sedation of the mother during 
labor. They all relieve apprehension and pro- 
duce drowsiness and amnesia to a greater or 
lesser degree. Two facts should be borne in 
mind concerning this pharmacologic group. 
First, these agents are primarily hypnotics 
and, like scopolamine, are liable to incite un- 
controllable reactions during the painful epi- 
sodes of labor. Secondly, when the accumula- 
ted dosage to the mother exceeds 180 mg. (3 
grains), a respiratory depressant effect be- 
comes evident, which in all probability is 
transmitted to the respiratory center of the 
fetus. Their excessive use during labor is 
not beneficial to the infant. 

Since the primary aim during labor is to 
alleviate the mother’s pain without deleter- 
ious results for the baby, it is obvious that 
none of the agents enumerated so far fulfill 
this dual purpose adequately. About 10 years 
ago the British introduced trichlorethylene 
as an analgesic during labor and delivery. 
Its use spread to Canada and more recently it 
has. been advocated in this country. This 
agent is one of the most potent analgesics 
availabe today. Small portable inhalers have 
been devised (fig. 1) which will allow the 
expectant mother to inhale the vapor inter- 
mittently as required for relief of pain”. 
Usually, satisfactory analgesia without loss 
of consciousness can be obtained. If suffi- 
cient vapor to produce unconsciousness is in- 
haled, the mask which the mother is holding 
falls away from her face, and consciousness 
returns within 20 to 30 seconds. The psycho- 
logic advantage to the mother of knowing 
that she herself can relieve her pain, more 


Fig. 1. Duke University Inhaler for the adminis- 
tration of Trichlorethylene analgesia. 


or less as desired, is tremendous. When used 
in this way as an analgesic, this drug has no 
harmful effects on mother or child, and 
in particular does not depress respiration. 
Furthermore, the mother is provided a de- 
gree of amnesia which reduces the memory 
of her ordeal to a vague, pleasant haziness. It 
is believed that this drug fulfills more nearly 
than any other the requisites of the obstetri- 
cian for both mother and child during the 
period of labor. 


Analgesia at Time of Delivery 


General anesthesia 

It is at the time of delivery that the phy- 
sician most strongly is torn between two de- 
sires. At the moment when pain relief is 
direly needed by the mother, the achievement 
of this end may subject the infant to haz- 
ardous risks. Certainly the dangers of as- 
phyxia neonatorum are enhanced by any 
form of general anesthesia. Nitrous oxide 
and ethylene in and of themselves do not de- 
press the respiratory center, but they are 
weak narcotic drugs which may be effective 
only when associated with a degree of anoxia 
which is dangerous to the fetus. Cyclopropane 
is a potent drug, and hence can be used with 
abundant oxygen. Its proper administration 
requires careful training, however, and res- 
piratory depression of the fetus is produced 
with light narcosis. Ether is a most useful 
drug, but as we know is slowly eliminated 
from the blood stream. It may reduce the 
normal reflex activity of the baby for some 
time after birth, and thus obtund the stimuli 
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which are so necessary for adequate neona- 
tal respiration. 

It is not idle curiosity that has led doctors 
to try every known inhalation and intra- 
venous drug during obstetric delivery. One 
may compare the situation perhaps to the 
many treatments available for Parkinsonism. 
The multiplicity of recommendations stem 
from the fact that no single one is entirely 
satisfactory. The most recent inhalation an- 
esthesia combination to be suggested is ni- 
trous oxide-oxygen and _ trichlorethylene™’. 
The association of these drugs allows the an- 
esthetist to provide adequate analgesia for 
the mother along with good oxygenation, and 
lessens greatly the probability of respiratory 
depression of the newborn infant. This tech- 
nique appears to fulfill the criteria for de- 
livery, but full approval must await the ac- 
cumulation of further clinical experience. 

One of the risks to the mother during de- 
livery arises from the administration of any 
general anesthetic. Recently Merrill and 
Hingson” have reported on 59 maternal 
deaths associated with vomiting and aspira- 
tion into the lungs during delivery. In the 
mother who has eaten after the onset of la- 
bor, this very real and preventable hazard 
can be avoided only by preserving the nor- 
mal reflex activity of the patient’s throat 
and larynx. This is accomplished by not em- 
ploying general anesthesia. 

Conduction analgesia 

Pain relief during the terminal stages of 
labor and during delivery is being attained 
with greater frequency by various methods 
of conduction analgesia. For several years 
in the last decade caudal analgesia was em- 
ployed widely, and in many clinics still is 
the technique of choice. Its drawbacks in- 
clude the technical skill required in admini- 
stration, the constant care which the patient 
must receive, and the occasional severe com- 
plications associated with its use. 


Spinal analgesia 

Low spinal analgesia is preferred by many 
obstetricians, and proves most satisfactory 
if careful, well practiced techniques are em- 
ployed, and if there is close observation of the 
patient so that falls in blood pressure are 
treated at once. Hyperbaric or heavy solu- 
tions of Nupercaine or Pontocaine are those 
most frequently utilized, although procaine 
in a 1 per cent solution is simple to admin- 
ister and seldom leads to complications if 
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Fig. 2. Chest plate showing results of aspiration 
of vomitus during general anesthesia for delivery. 


the total dosage is limited to 50 or 60 mg. 
These methods of relieving pain have a min- 
imal effect on the fetus, provided anoxia is 
avoided by maintaining normal blood pres- 
sures. When employing spinal analgesia, the 
inherent calculated risk of permanent nerve 
damage to the mother must not be forgotten, 
and the relatively high incidence of postde- 
livery headache must be considered in any 
evaluation. 


Regional pudendal block 

Perhaps the least innocuous method of 
analgesia at the time of delivery for both 
mother and child is provided by a regional 
pudendal block. Unfortunately pain relief 
in this manner is not always complete, and 
sometimes it is necessary to resort to inhala- 
tion anesthesia‘, In the last few years two 
factors have contributed to more success 
with this technique. The use of the local 
anesthetic drug Xylocaine produces a more 
profound block of the nerves because of its 
greater diffusibility through the tissues, and 
it is longer acting than procaine. Secondly, 
in patients where pain relief is not complete, 
satisfaction is obtained usually by the con- 
comitant self-administration by the patient 
of a mixture of trichlorethylene and air. Par- 
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ticularly if the inhaler has been used inter- 
mittently during labor, the patient will con- 
tinue with it quite happily in the delivery 
room and often will not feel or remember 
the insertion of the needles for the pudendal 
block. This combination of pudendal block 
with Xylocaine and self-administered anal- 
gesia with trichlorethylene is proving quite 
satisfactory. 
Summary 

The aim in obstetric labor and delivery is 
to provide relief of pain for the mother 
safely, without endangering thereby the well- 
being of the fetus (or prolonging the course 
of labor). Statistics indicate that there is 
room for improvement in the salvaging of 
newborn infants. There is no argument that 
one of the causes of anoxia, respiratory de- 
pression, or asphyxia neonatorum of the new- 
born is the narcotic and anesthetic drug 
used, and its mode of administration. 


General suggestions 

(1) Routine medication during the course 
of labor should be avoided. Each patient is a 
law unto herself, and many neither need nor 
desire repeated doses of narcotic or hypnotic 
drugs. 

(2) Narcotic and hypnotic drugs should 
not be given within four hours of the ex- 
pected delivery. 

(3) Trichlorethylene is a potent analgesic 
drug which does not produce fetal respira- 
tory depression when self-administered in- 
termittently by the mother. Dosage of this 
drug can be decided by the patient according 
to her needs. 

(4) Scopolamine is a useful adjunct dur- 
ing labor to produce cerebral sedation and 
amnesia without associated central respira- 
tory depression. 


In the terminal stages of labor 

(1) The hazard to the mother of aspirat- 
ing vomitus during general anesthesia must 
be borne in mind. 

(2) The increased danger to the fetus 
of any type of general anesthesia should be 
considered. 

(3) If inhalation anesthesia is elected, 
the combination of nitrous oxide-oxygen and 
trichlorethylene allows probably a wider lat- 
itude of narcosis with less danger to the baby 
than any other combination of drugs. 

(4) Conduction analgesia properly admin- 
istered offers the least hazard to the baby. 
Insofar as the mother is concerned, however, 
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it must be regarded as a procedure which 
entails a calculated risk. 

(5) The technique which interferes least 
with both mother and child is regional pu- 
dendal block. The shortcomings of this 
method can be met safely by the intermit- 
tent self-administration by the mother of 
trichlorethylene vapor. 

(6) Whatever means are chosen for termi- 
nal pain relief, nothing can supplant careful 
and practiced technique by the administrator. 
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Abstract of Discussion 


Dr. C. E. Flowers (Brooklyn): The people of 
North Carolina should be grateful to have a profes- 
sor of anesthesiology who is interested in the relief 
of obstetric pain. For many years this has been one 
of our greatest needs in anesthesiology. We can be 
grateful also that Dr. Stephen has brought us the 
most valuable adjunct to obstetric anesthesia that 
we have had in many years. 

In the past two years at our hospital in Brooklyn 
we have had four women to die from aspirating 
vomitus following the administration of ether or 
cyclopropane. As we all know, the motility of the 
stomach is greatly diminished with the onset of la- 
bor. We can never be sure that food is out of the 
stomach, even if the patient has been in labor for 
18 to 24 hours. To administer inhalation anesthesia 
without intubation to any patient who has digested 
food two hours prior to the onset of labor is to in- 
vite disaster. 

The warning against the dangers of aspiration on 
the delivery table cannot be sounded too often. Our 
only maternal death last year was a result of this 
calamity. It has been proved many times that di- 
gestion absolutely ceases during labor. If the pa- 
tient’s stomach is full of food at the onset of labor, 
regardless of whether six, eight, ten, or twelve hours 
elapse before delivery, the food is still there. 

We all agree with Dr. Stephen that there is a 
maternal risk involved in obstetric anesthesia. Dr. 


} 
} 
| 
§ 
bs 
| 
i} 
i} 
1} 
if 
| 
| 
| 
are 
5 
a 
f 


620 


Charles Gordon has shown in the February issue of 
the American Journal of Obstetrics and Gynecology 
that 20 per cent of the deaths from cesarian section 
are due to anesthesia. It is estimated that approxi- 
mately 120 patients per year die in the United 
States as a result of anesthetic complications oc- 
curring at the time of cesarean section. 


Certainly spinal anesthesia presents many prob- 
lems in obstetrics. It can be administered easily to a 
pregnant women, but the increased lordosis and in- 
tradural pressure during pregnancy very easily may 
cause an excessive level of anesthesia and a cor- 
respondingly severe hypotension. This hypotension 
may not always be dangerous to the mother, but it 
ean be directly related to asphyxia neonatorum. 


Drs. Hellman and Hingson have recently shown 
that when the maternal systolic pressure falls 35 
mm. or below, the number of infants who have de- 
laved crying time and who need active resuscitation 
is twice that in the control groups. This fact is eas- 
ily explained, since at a systolic pressure below 80 
mm. the muscular tone of the uterus is equal to the 
maternal blood pressure, 

Trichlorethylene has been used in our hospital in 
approximately 750 cases, and we have found it a 
most valuable adjunt to various techniques of ob- 
stetric anesthesia. The reasons are fairly simple: 
First, in our large clinic clientele are many who ar- 
rive with food in their stomachs and late in labor. 
Unfortunately, we have almost no trained anesthet- 
ists. We can, however, provide these women. with 
inhalers and enable them to obtain satisfactory pain 
relief at the very moment of arrival on the delivery 
floor. Second, since Trilene is used only as an anal- 
gesic and does not promote vomiting as do ether 
and cyclopropane, there is no danger of aspiration 
of the stomach contents. Not only is Trilene helpful 
to those patients who arrive late in labor, but we 
are finding it a useful adjunct in all types of ob- 
stetric anesthesia and analgesia. Trilene will im- 
prove a poor pudendal block; it will make a par- 
tially satisfactory spinal anesthetic successful; it 
can make local anesthesia for cesarean section 
humane. 

Let us remember, however, that Trilene should 
not be used as an anesthetic in the same way that 
we use cyclopropane, ether. or chloroform. I feel 
that it has its place as an obstetric analgesic which 
when combined with other methods of pain relief 
tends to produce a smooth and satisfactory course 
of labor. The important thing concerning the use of 
Trilene in obstetrics is not to ask more of the agent 
than it is capable of providing. 

To me it is paradoxical that a group of anesthesi- 
ologists (in this case, Drs. Stephen, Nowill, and 
Martin) should recommend an analgesic agent which 
the patient can administer herself. This is tanta- 
mount to the obstetrician’s recommending birth con- 
trol. You are giving the patient something she can 
take herself, without all the knobs to turn and the 
big machines to use. 

However, according to our clinical experience, an 
ideal combination has been discovered, and is now 
being promoted, to the benefit of both mother and 
child. The use of trichlorethylene analgesia with 
pudendal block for delivery, plus trichlorethylene at 
the same time or in combination with a little nitrous 
oxide, has proved of tremendous value. 

There is only one point of difference we might 
raise with the rules or suggestions laid down by the 
authors, They recommend that no drug be given 
within four hours of delivery. This is an excellent 
practice to adopt with regard to premature births, 
but it is not so useful in ordinary, uncomplicated 
deliveries. Inspection of hospital records reveal that 
at least 30 per cent of the patients deliver within 
less than four hours of the time of their arrival at 
the hospital. This means that no multipara with an 
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easy, rapid labor can receive any relief, Of course, 
analgesia is a partial answer to this problem, but it 
is still strictly an analgesic. Demerol, however, not 
only in its original series of 1,500 patients with 
Schumann and Roby, but in another 600 by Schu- 
mann and myself, did not produce any profound 
asphyxia—that is, up to the time of delivery, not 
just four hours. The deciding factor, of course, was 
the method of delivery, and the anesthetic used at 
that time. You cannot fill the patient, as they tried 
to teach us, with Demerol, and then use narcotics or 
hypnotics for delivery. 

If pudendal block is used, preferably with 1 per 
cent Xylocaine, Demerol can be given, even within 
four hours of delivery. 

It was said that the less drug one gives, the bet- 
ter it is for the baby. Little mention has been made, 
in the literature, of precipitate labor. The pediatri- 
cians have not given nearly enough attention to it. 
Many a multipara with a 45-minute labor has much 
more extreme pain than does a primipara during 
24 hours of desultory contractions, and the baby may 
actually suffer cerebral hemorrhage as a result of 
this rapid expulsion without forceps or any other 
instrumental interference. Two of our most severe 
spastics were simply premature infants precipitated 
in the bed at home, completely unattended. Vitamin 
K is not the answer, either. Had an obstetrician been 
present and waved so much as a single forcep blade 
for vectis, the blame would have fallen on him. Ob- 
viously, as the authors pointed out, every patient 
should be evaluated as to weight, drug tolerance, 
and stress tolerance. I personally believe that -no 
physician should rely on a routine course of medi- 
cation, nor on administration by his nurse or other 
assistant. 

Those responsible for obstetric anesthesia in this 
country, even in well regulated hospitals, are usu- 
ally trainees or graduate nurses. Are they taught 
bronchoscopy? Almost never. Is suction available? 
Only rarely. 

But do not let me draw attention from the accou- 
cheur. It is his patient and his responsibility. He is 
the one who is in authority, not the anesthetist or 
the nurse whom he instructed, or someone else who 
administered a drug. 

A word of caution regarding the complications of 
saddle block, spinal, and caudal analgesia, even 
though there are specific indications for their use: 
Even with the best technique, once in a great while 
one encounters a drop of 40 mm. in blood pressure. 
When that occurs there is violent activity of the 
fetus, and sometimes dramatic slowing, perhaps 
cessation, of the fetal heart. 

The authors have given us an excellent list of 
suggestions, and an analgesic drug which may 
finally replace chloroform in the hands of the gen- 
eral practitioner. 

Dr, C. H. Mauzy (Winston-Salem): I would like 
to mention for the benefit of Dr. Stephen and Dr. 
Flowers that in 1,000 maternal deaths which I re- 
viewed recently, there were 25 from obstetric anes- 
thesia in this state. Fifteen of these were from 
spinal anesthesia, 4 or 5 from inhalation anesthesia, 
mainly gases; 1 from Sodium Pentothal; 1 from 
curare, and several from ether. I would like to point 
out that spinal anesthesia, unless it is skillfully ad- 
ministered, is dangerous in obstetrics. 

A remarkable fact uncovered by this survey is 
that, despite the wide use of chloroform in this 
state, there were no maternal deaths reported from 
this anesthetic agent. I wonder why chloroform has 
been so much criticized in obstetrics. We know that 
it should not be used in toxemia and that it is sup- 
posed to cause a certain amount of damage to the 
liver. I wonder, however, if we have not swung to 
the extreme in assuming that it is a really danger- 
ous anesthetic. 
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TRICHLORETHYLENE (TRILENE) AN- 
ALGESIA FOR OBSTETRICS AND 
MINOR SURGERY IN GENERAL 
PRACTICE 


GORDON SMITH, M.D. 
SNOw HILL 


Doctors since the beginning of time have 
been seeking better ways and means to ease 
pain. With the passage of years, and with in- 
creased knowledge of physiology, pharma- 
cology, and chemistry, safer and more ef- 
ficacious methods of analgesia and amnesia 
have been found. This discussion will be 
limited to what I consider the most satisfac- 
tory analgesic agent for use in obstetrics and 
minor surgery — tricholorethylene or Tri- 
lene—with particular emphasis on the value 
of this agent to the general practitioner. 


Physical Properties 

Tricholorethylene, or “‘Trilene” as it is 
popularly named, is an unsaturated haloge- 
nated hydrocarbon, with a specific gravity of 
1.47 and a boiling point of 86-88 C.”) It is a 
clear colorless liquid with a fruity or chloro- 
form like odor’. It is non-inflammable when 
mixed with any proportion of air at ordinary 
temperatures and pressures, and therefore 
may be safely used with a cautery, but in- 
flammable mixtures with oxygen in high con- 
centrations are possible. 

Trilene should never be used in a closed 
system with soda-lime, since a chemical re- 
action takes place between these two sub- 
stances, resulting in the formation of toxic 
dichloracetylene®). Therefore it must be va- 
porized through a specially designed inhaler 
—the best of these being the Cyprane In- 
haler which will be described later. Trilene 
is far less toxic than chloroform, but equally 
potent, requiring only 0.75 to 1.25 per cent 
in the inhaled atmosphere to produce sur- 
gical narcosis. 


General Advantages 

In obstetrics 

No other drug can produce obstetric anal- 
gesia and amnesia so rapidly, so easily, and 
so safely, with minimal after effects, and 
with such rapid and complete recovery. This 
recovery period may be characterized by a 
drowsy euphoria’. Many of our 112 obstet- 
ric patients were so near to delivery that 
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they were able to inhale the agent only for 
a matter of moments, yet in all cases analge- 
sia was marked, and in most, amnesia for the 
delivery was complete. Recovery was usually 
so rapid, even after prolonged use, that the 
majority of patients were able to give coher- 
rent and sensible directions immediately post 
partem. None of our parturient mothers or 
patients were nauseated. 

We used some type of forceps delivery in 
12 cases, some with episiotomies and repair, 
and found analgesia and anesthesia com- 
pletely adequate for each. Noble and Catta- 
nack”) state that analgesia was adequate in 
only 15 per cent of their large series of cases 
requiring instruments. For any type of op- 
erative procedure Trilene should be given 
by a third party, for with self-administra- 
tion loss of consciousness will cause relaxa- 
tion and discontinuation of the effect. 


In minor surgery 


Induction to a plane compatible for minor 
surgery was rapid and pleasant, and com- 
plete recovery followed so quickly that the 
patients were able to walk out of the office 
immediately after bandaging. The patients 
upon whom we performed minor surgical 
procedures—chiefly suturing, incision, and 
drainage, reduction of dislocations, and dres- 
sing of painful burns—ranged in age from 
1 to 60 years. 

We found that children took Trilene quite 
easily and in our series suffered no compli- 
cations, although convulsions have been re- 
ported in the literature among children under 
2 years of age’. The technique of admini- 
stration was the same as that used in obstet- 
rics, which will be described later. 


Complications and Side Effects 
Effect on the cardiovascular system 
The most common complication of Tri- 
lene administration is its effect on the car- 
diovascular system. Most authorities agree 
that this effect is not serious and that dan- 
ger is minimal. There is no significant 
change in blood pressure, and capillary ooz- 
ing is not a danger. There is no doubt that 
vagal tone is increased), thereby inducing 
bradycardia and setting the stage for the 
establishment of cardiac arrhythmias such 
as extra systoles, pulsus bigeminus, and very 
rarely, multifvcal ventricular tachycardia. 
The probability that such arrhythmias will 
occur during the inhalation of trichlorethy- 
lene is exceedingly remote, for the concen- 
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trations inhaled are quite low and only 1 
cardiac death has been reported from the 
many thousand instances in which it has been 
used*’, We had no cardiac complications at 
all. 

Respirations may become rapid and shal- 
low if the induction is too speedy, but this 
is of no real consequence and rarely occurs 
in the stage of analgesia alone. There is no 
excessive pulmonary or salivary secretion 
even in the absence of premedication. The 
lungs are the main channels of elimination, 
although a small portion is excreted in the 
urine as trichloracetic acid’. 


Excitement reactions 

Every physician who delivers babies is 
acquainted with the wildly thrashing, inco- 
herent woman in the second stage of labor, 
who has been given Demerol, scopolamine, 
and barbiturates. This conduct is extremely 
difficult to cope with in the home. One of 
the great advantages of Trilene is the ab- 
sence of excitement reactions, restlessness, 
and delirium’, Only 2 of our patients showed 
any type of mental aberration and in both 
it was very transient. In one instance it was 
not evident until after scopolamine was given 
for an expected prolonged labor. In only 2 
instances was any type of restraint neces- 
sary, and this was during the application of 
low forceps after prolonged labor; vet the 
patients experienced complete amnesia for 
the entire time”. 
Effect on uterine contractions 

We agree with Freedman" that this 
chemical exerts no effect on uterine contrac- 
tions, although Calvert''?) found an increase 
in time between uterine contractions while 
Trilene was being used. We believe its rapid 
analgesic effect on a woman having hard, 
fast contractions near the end of the second 
stage may give the appearance of slowing 
pains, while relaxing analgesic effect on a 
taut, nervous primipara may give the ap- 
pearance of speeding pains". 


Effect on the fetus 

In our 112 newborns, there was no inci- 
dence of fetal distress that could be attri- 
buted in any way to Trilene or prolongation 
of labor by this agent. It is true there was 1 
fetal death and several fetal complications, 
but the anesthetic played no part in them, 
even though trichlorethylene readily passes 
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Table 1 


Data on the Use of Trilene in a Cyprane Inhaler 
in 112* Home Deliveries 


Deliveries 
Primipara 
Multipara 


Obstetric complications 
Persistent occiput posterior ............................-- : 
Toxemia 
Prolonged labor 
Breech presentation 
FOOUING 
Brow presentation 
Premature separation 
Contracted pelvis 


Fetal complications 
Fetal distress following prolonged labor 
Prematurity 
Stillborn 
1 dead for 72 hours 
1 premature separation placenta 
Aspiration mucus 
Monstrosity 
Normal delivery and died after 48 hours.......... 


Third stage complications 
Moderate hemorrhage (cause unknown)......... 
Moderate hemorrhage following 
prolonged labor 


Operative procedures 
Outlet forceps 
Episiotomy and repair 


Anesthetic complications 
Tachypnea (transient) 
Delirium (transient, mild) 


Other medication used 
Demerol and scopolamine 
Demerol 


Length of administration 
Longest period 
Shortest period 
Average 


14 hours 
30 seconds 
1 hour, 49 minutes 


*Several of the complications are duplicated under 
different headings. 


the placental barrier as shown by Hellwell 
and Hutton". 


Method of Administration 
This work was done in a rural county in 
which tobacco is the primary source of in- 
come. The average patient was a poorly edu- 
cated, not very clean member of a tenant 
farmer’s family, who was delivered in her 
own bed in her own home. Many times there 


No. | 
Cases 
8 
3 
3 
2 
1 
1 
1 
1 
1 
Total... | 
5 
4 
2 
1 
1 
1 
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would be no running water, electricity or 
fly screens, and occasionally there would be 
another occupant in the delivery bed. Only 
about 25 per cent of the residents of this 
county had their babies in hospitals during 
the past two years, as opposed to the national 
average of over 85 per cent''’’. There is no 
hospital or clinic in the entire county, nor 
is there a drugstore or registered pharmacist. 
Medicines are dispensed by each physician 
and trained nurses and anesthetists are un- 
available. Since the help given during de- 
liveries comes from a friend or relative of 
the patient, the safety, ease, and simplicity 
of Trilene administered through a Cyprane 
Inhaler cannot be overestimated. 


Apparatus and technique 

This inhaler is a simple apparatus, con- 
sisting essentially of a small hand-sized 
chrome canister and a standard rubber face- 
piece, and weighing only 1!4 pounds com- 
plete. Around the neck of the canister is a 
mixture-adjustment collar which is set one 
notch to the maximum side of the halfway 
mark. At this point analgesia is supposed to 
correspond to that produced by a 50 per cent 
nitrous-oxide-air mixture’, but I believe 
the effect is greater than this. The canister is 
filled by pouring 15 cc. of the liquid through 
a remova! screw-cap in the base. Rebreathing 
is impossible, owing to an expiratory and a 
non-return valve. A wrist strap is also avail- 
able, which is useful in self-administration. 

In our 112 cases Trilene was administered 
from 30 seconds to 14 hours, and the tech- 
nique was always the same, depending upon 
the stage of labor encountered. Ordinarily, if 
time was available, the patient was shown 
how the mask should be placed over the face 
at the beginning of each pain, several rapid 
breaths taken, and the mask kept over the 
face during the pain. Thus the patient was 
enabled to control induction as she desired. 
The infrequent patient who at first com- 
plained of the odor could remove or re-apply 
the mask at will; with only on exception, 
however, this objection was soon overcome, 
and each mother used the inhaler enthusias- 
tically when she realized the amount of relief 
she was obtaining. As the cervix completely 
dilated and delivery was imminent, the in- 
haler was used more or less continuously. In 
the great majority of cases the “‘push reflex” 
was not lost, but very rarely the mask had to 
be removed for a mother to help voluntarily. 
Even in these instances, however, amnesia 
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was complete for the delivery. Forceps ex- 
tractions and placental extractions were car- 
ried out in the same manner. 


Dosage 

The amount of Trilene used is dependant 
upon the temperature of the room, the rate 
of breathing, and the severity and frequency 
of the pains. Scales and Ohlne estimate that 
15 ce. will be effective, under normal condi- 
tions, approximately one and one-half 
hours", In our hands, 15 ce. produced an 
effect lasting from 12 minutes to over four 
hours. In a rural practice the ease and safety 
of self-administration and the duration of 
analgesia is a decided advantage, for in many 
instances we were able to leave the inhaler 
with the patients in their homes, go back to 
bed, or to the office, and return later for de- 
livery. 


Summary 

I believe that in Trilene we have found the 
closest approach to the optimal analgesic 
agent for minor office surgery and home ob- 
stetrics. The drug is also being used almost 
exclusively in the delivery rooms of several 
first-class hospitals in the state. 

In a preliminary report published in G. P.- 
April, 1952, I listed the following advantages, 
which after 62 additional cases, I find no 
cause to change: 

(1) It is safe to use in minor pediatric 
surgery; (2) it has a potent analgesic and 
amnesic effect, given alone or in combination 
with Demerol and/or scopolamine; (3) its 
odor is not unpleasant; (4) induction is 
rapid and awakening rapid and lucid; (5) 
side effects such as restlessness, nausea, vom- 
iting, and headache are minimal; (6) it can 
be employed for long periods of time without 
endangering mother or child, or affecting 
the uterus; (7) the incidence of hemorrhage 
and other obstetrics complication is not in- 
creased; (8) labor is not prolonged; (9) ad- 
ministration is simple and easy; (10) it 
boosts the morale of the parturient woman; 
(11) it does not depress fetal respiration; 
(12) it can be used safely even in the ab- 
sence of a doctor. 


I wish to thank Dr. C. R. Stephen, professor of 
anesthesiology, School of Medicine, Duke University, 
for his interest and helpful criticism. 
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Discussion 


Dr. C. R. Stephen (Durham): I think Dr. Smith 
ought to be warmly congratulated on the work he 
has done in preparing this paper. It was difficult to 
do this in the round of general practice, and I think 
he deserves the utmost gratitude for it. 

This drug was used in England in over 2,000,000 
cases. It has been used in Canada since 1947, and 
approximately 2,500 similar inhalers are available 
in Canada now and are being used more and more 
as time goes by. 

The outstanding feature of trichlorethylene is that 
in it we have a drug which will provide adequate 
analgesia without loss of consciousness, Its particu- 
larly psychologic advantage is that we can give it 
to the mother and say: This will relieve your pain. 
Take it as you want it. If you don’t want to take it, 
you don’t have to. You can give yourself more, if 
you care to, 

Dr. John Newborn (Farmville): Where a third 
person gives the anesthetic, how can he tell when he 
has reached the safety limit? 

Dr. Smith: There is no danger of toxicity. The 
drug has no toxic effects when given as we use it in 
obstetrics. Am I right, Dr. Stephen? 

Dr, Stephen: I think one can say that when the 
drug is administered with an inhaler, there is no 
danger of toxicity. The highest concentration is not 
going to produce toxic effects in the mother. 

Of course, this is a toxic drug. If we give enough 
of any anesthetic agent, it will kill the patient. The 
same is true of trichlorethylene, but not when it is 
administered with this type of inhaler. 

Occasionally a patient will have fast, shallow res- 
pirations. That means that this drug has more than 
a normal effect on what is called a reflex center, 
and emphasizes this fact: Trichlorethylene does not 
depress respirations; it tends to accentuate them. 

In higher concentrations—much higher than are 
possible with this particular inhaler — bradycardia 
may develop. The concentrations that are given with 
this inhaler, however, will not produce complica- 
tions. 
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ACUTE SUBARACHNOID 
HEMORRHAGE 


Etiology and Mortality 


Guy L. OpoMm, M.D., 
BYRON M. BLOoor, M.D.* 
JAMES B. GOLDEN, M.D.+ 

and 
BARNES WOODHALL, M.D. 


DURHAM 


Recent technical advances in neurosurgery 
have made it possible to determine more ac- 
curately the etiology of acute subarachnoid 
hemorrhage and to treat selected cases ef- 
fectively. The development of cerebral an- 
giography especially has brought about a re- 
newed interest which makes it mandatory 
to re-examine the broad problem of intra- 
cranial bleeding. For this reason, a review of 
316 cases of proved subarachnoid hemor- 
rhage that have occurred among 343 cases 
of non-traumatic intracranial bleeding is 
presented. 

The diagnosis of acute subarachnoid hem- 
orrhage is easily made, and is usually char- 
acterized by the sudden onset of severe head- 
ache, nausea and vomiting, nuchal rigidity, 
and some alteration in the state of conscious- 
ness. The syndrome may be associated with 
seizures, hemiparesis, or other neurologic de- 
ficits. The diagnosis may be confirmed by the 
finding of bloody or xanthochromic fluid at 
lumbar puncture. In only 5 per cent of the 
cases of intracranial bleeding does the hem- 
orrhage remain within the brain substance, 
failing to contaminate the cerebrospinal] 
fluid. 


Etiologic Classification of Cases 

After reviewing 316 cases of intracranial 
bleeding with subarachnoid hemorrhage, it 
became apparent that mortality statistics 
from previous reviews of the subject were 
misleading, because there had not always 
been a clear etiologic differentiation among 
cases. Indeed, the terms “spontaneous sub- 
arachnoid hemorrhage” and “ruptured con- 
genital aneurysm” have been used synony- 
mously; therefore, the tacit assumption has 
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From the Division of Neurosurgery, Duke Hospital and Med- 
ical school, Durham, North Carolina. 

*Damon Runyon Clinical Research Fellow. 

tU.S. Public Health Service Postdoctorate Fellow of National 
Heart Institute. 


if 
| 
q 
\ 
ite 
_ 
| 
| } \ 
ag } 
{ ! 
| 
§ j 
| 
| 
| 
| 


November, 1952 


been that mortality figures may be used 
interchangeably. From the study of this 
series of cases, it seems important to empha- 
size the fact that specific etiologic factors de- 
termine the mortality rate in cases termed 
acute subarachnoid hemorrhage. 

In this series of 316 cases (table 1), the 
etiology was established by arteriogram, op- 
eration, or autopsy in 173 instances. The 
cause of bleeding in 143 cases has not been 
determined. Many of these cases, however, 
date back as long as 20 years and appeared 
before cerebral angiography was used as a 
diagnostic procedure; less than 1/5 of them 
have had arteriograms. 


Table 1 

Etiology 
Diagnosis No. Cases 
Acute subarachnoid hemorrhage, 

Congenital cerebral aneurysm |...................... 102 
Hypertensive cardiovascular disease 

Arteriovenous malformation 20 
Spontaneous: intracerebral hematoma 8 

Total 316 


In 250 of the 316 cases, no definitive treat- 
ment was undertaken, and their natural 
course remained unaffected. An examination 
of these data (table 2) reveals at once that 
the mortality varied widely among the var- 
ious etiologic groups. 


Table 2 

Mortality 
Etiology Per Cent 
Acute subarachnoid hemorrhage, 

Congenital cerebral aneurysm |...................... 90 
Hypertensive cardiovascular disease 

and arteriosclerosis . : 100 
Arteriovenous malformation . 38 
“Spontaneous” intracerebral hematoma ........ 100 


In Table 2, the over-all mortality rate is 
given; in Table 3 it is divided into deaths 
due to the first episode of bleeding and those 
resulting from the recurrent hemorrhage. 

One may compare the survival time follow- 
ing the first subarachnoid hemorrhage in the 
two large etiologic groups in which the mor- 
tality rates are high—namely, the hyperten- 
sive cardiovascular disease group and the 
aneurysm group (table 4). The initial mor- 
tality was very high (64 per cent) when the 
bleeding was due to hypertensive vascular 
disease, and 98 per cent of the deaths in this 
group occurred by the end of the first week. 
On the other hand, when the bleeding was 
due to a ruptured aneurysm, the initial mor- 
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Table 3 


Mortality Rates from First and 
Recurrent Hemorrhages 


3 42 
$68 38 
Etiology 
Acute subarachnoid hemorrhage 
Congenital cerebral aneurysm 
52 35 85 
Hypertensive cardiovascular 
Arteriovenous malformation 14 
“Spontaneous” intracerebral 
Table 4 
Survival Time 
HCVD Aneurysm 
Time (No. deaths 42) (No. deaths 47) 
24 hours 27 (68%) 12 (26%) 
1 week 42 (98%) 16 (34%)* 
2 weeks 43 (100%) 23 (50%)* 
3 weeks 31 (66%)* 
4 weeks 39 (838%)* 
8 weeks 42 (89%)* 
12 weeks 45 (96%)* 
10 years 2 (100% )* 


*Died of recurrent bleeding. 


tality was relatively low (26 per cent) ; but 
recurrent bleeding, which is the rule and is 
unpredictable, produced a total of 96 per cent 
by the third month. 


Comment 

In discussing the origin of spontaneous 
subarachnoid hemorrhage, most standard 
textbooks of neurology have placed about 
equal emphasis on a sclerotic cerebral artery 
in the presence of hypertensive cardiovascu- 
lar disease and on an aneurysm of the Circle 
of Willis. Nine statistical studies’ from the 
literature on this subject include 363 fatal 
cases that came to autopsy. Of these, rup- 
tured aneurysm was the cause of hemorrhage 
in 220 (61 per cent) and arteriosclerotic or 
hypertensive vascular disease in 33 (9 per 
cent). In our series of 173 cases of known 
etiology, 102 (59 per cent) resulted from 
ruptured congenital cerebral aneurysm, and 
43 (24 per cent) occurred in patients with 
hypertensive arteriosclerotic vascular dis- 
ease without other abnormalities of the cere- 
bral vessels. Twenty cases (11 per cent) were 
the result of bleeding from cerebral arterio- 
venous malformation. Eight cases (5 per 
cent) resulted from subarachnoid extension 
of spontaneous intracerebral hemorrhage of 
undetermined origin. All statistical studies 
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agree that over 50 per cent of cases of acute 
subarachnoid hemorrhage result from rup- 
ture of an aneurysm. Apoplexy from hyper- 
tensive or arteriosclerotic vascular disease is 
the cause of subarachnoid hemorrhage in not 
over 25 per cent of cases. 


Prognosis 

There has been less agreement concerning 
the prognosis following subarachnoid hem- 
orrhage. Walshe’ in his textbook states: 
“on the whole, recovery from the original 
attack is more common than a fatal issue. 
When recovery appears to be complete, after 
the requisite period of convalescence is 
passed, no further trouble may be exper- 
ienced, and probably the majority of indi- 
viduals thereafter lead lives of normal health 
and activity.” A number of series of cases 
with follow-up data appear in the literature 
and indicate mortality rates from 20 to 60 
per cent. The results of follow-up in these 
series seem to indicate that the chance of sur- 
vival in recurrent attacks is no better than 
in the first attack. In this series, the mortal- 
ity of proved aneurysms (that were not op- 
erated upon) was 90 per cent. Thirty-five 
per cent of the patients died in the first epi- 
sode, and of those that survived the initial 
episode 85 per cent died from recurrent hem- 
orrhage. 

Although the underlying cause of the sub- 
arachnoid hemorrhage seems to be the most 
important factor in influencing the mortality 
rate and the probability of recurrent attacks, 
the fact remains that the etiology cannot be 
accurately predicted on the clinical aspect 
of any given case. The average age of pa- 
tients with subarachnoid hemorrhage result- 
ing solely from hypertensive or arterioscler- 
otic vascular disease was 44 years and that 
of patients with bleeding aneurysms 38 
years. There is a great overlap of ages in the 
two groups. Of the patients with aneurysms, 
35 per cent had blood pressure levels of 150 
systolic, and 100 diastolic or greater, and of 
these nearly half 180/100 or higher. It must 
also be remembered that an elevation of 
blood pressure following an episode of in- 
tracranial bleeding may be due to the acute 
rise in intracranial pressure, and may not 
have existed previous to the bleeding epi- 
sode. 

Survival from subarachnoid hemorrhage 
occurring in hypertensive patients from nor- 
mally developed but sclerotic and atheroma- 
tous vessels is low because the subarachnoid 
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hemorrhage in 75 per cent of the cases"? 
represents extension of a massive intracere- 
bral hemorrhage from the region of the basal 
ganglion into the ventricles or subarachnoid 
space. The initial clinical picture in these 
cases cannot usually be distinguished from 
that produced by rupture of an aneurysm 
with invasive bleeding into the brain sub- 
stance. 

Of the large group in which the cause of 
the bleeding has not been determined, the 
mortality is relatively low. Only 16 per cent 
died with the first episode of bleeding, and 
the few patients who had arteriograms or 
upon whom postmortem examinations were 
performed failed to reveal an etiologic factor 
responsible for the bleeding. Clarification of 
this obscure problem will require a special 
long-term study of this interesting group. It 
undoubtedly must contain cases of aneurysm 
and vascular malformation which were not 
disclosed because of lack of complete studies. 
Arteriograms were made in only 22 of the 
143 cases, and in the majority these were con- 
fined to only one side. 

For the past 15 months, a more intensive 
effort has been made to determine the etiol- 
ogy of each of the bleeding episodes. During 
this period, 36 cerebral arteriograms have 
been made because of intracranial bleeding, 
with positive findings in 81 per cent. The 
etiologic factors, aneurysm and angioma, 
were determined in 71 per cent, and in the 
other 10 per cent revealed displacement 
of major vessels by an intracerebral hema- 
toma, but did not demonstrate the cause of 
the bleeding episode. This would tend to in- 
dicate that as cerebral aniography becomes 
accepted as a definite diagnostic procedure, 
the diagnosis of acute “subarachnoid hemor- 
rhage of undetermined etiology”’ will become 
less common. 

It seems obvious from the forgoing data, 
that if deaths are to be prevented from re- 
current bleeding aneurysms, it is imperative 
that angiography and definitive surgical 
treatment be carried out as rapidly as is 
feasible. That such management is reason- 
able and effective is attested to by a mortal- 
ity of only 29 per cent from all causes in the 
group of 53 surgically treated aneurysms fol- 
lowed over a six year period. 


Summary 


The mortality from acute subarachnoid 
hemorrhage due to proved aneurysms which 
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are not operated upon, approximates 90 per 
cent. Most of the deaths are due to recurrent 
hemorrhage, one-half occurring during the 
first three weeks. 

The etiology of acute subarachnoid bleed- 
ing cannot be determined on the basis of 
clinical data alone. Angiography is always 
indicated. 

At least one third of the cases of acute 
subarachnoid hemorrhage are amenable to 
surgical therapy. 

Definitive diagnostic and surgical proced- 
ures should be instituted as soon as possible 
if death from recurrent bleeding is to be 
avoided. 
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Abstract of Discussion 


Dr. Amos Johnson (Garland): As a general prac- 
titioner from a rural area I feel inadequate to dis- 
cuss a paper of this type. Yet, perhaps those of us 
in general practice who are the first to see the ma- 
jority of patients with intracranial vascular acci- 
dents should be able to recognize the condition. 
That is as far as the problem concerns us. 

Dr. Odom and others who have studied this prob- 
lem have definitely shown that if patients who have 
had this type of accident are sent to an institution 
staffed and equipped to make the angiograms and 
carry out the operative technique, the incidence of 
death, particularly when the lesion has been diag- 
nosed as acute aneurysm, can be cut down tremen- 
dously. 

In any case of sudden, acute headache, followed 
shortly thereafter by nausea and vomiting and a 
rigid neck, with perhaps some degree of bradycar- 
dia and motor disturbances, the diagnosis is evident. 
Most general practitioners, however, can carry with 
them, and frequently do, a sterile needle for per- 
forming lumbar punctures. That procedure will con- 
firm the diagnosis in a large number of cases. 

The next step is to move that patient some place 
where he can get adequate treatment. Many of us 
haven’t always done that. 

Dr. George Harrell (Winston-Salem): I’d like to 
ask Dr. Odom whether the diagnostic procedure of 
angiography, which has obviously been performed 
with meticulous care in his hands, is adaptable to 
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the general hospital, and whether the surgical pro- 
cedures recommended might be anticipated and sat- 
isfactorily performed by persons in the type of com- 
munity general hospitals we are constructing in the 
state. 

Dr. Odom: Dr. Amos Johnson has pointed out 
what I wanted to emphasize in this paper in a very 
simple fashion. Once a patient has had an episode of 
bleeding, he becomes an emergency case, and it’s up 
to the general practitioners to see that he goes some 
place where he can be treated. 

After the episode has passed, these patients have 
no symptoms—the headache subsides—and you can- 
not convince them that they are sitting on a keg of 
dynamite which is liable to explode at any time. 

We once made a reservation for a patient to be 
moved to the hospital three days after his initial 
episode. His symptoms cleared up, he called in and 
canceled his reservation, and got up and about, go- 
ing back to his office. On the eighteenth day after 
his initial episode he was admitted as an emergency. 
By the time he arrived he was in extremis, and he 
died from a ruptured aneurysm within two hours. 

On another occasion we made an arteriogram for 
a 16 year old boy, and on a Saturday morning de- 
cided to post him for operation Monday. On Sunday 
we explained to him and his family that we were 
going to operate. On Monday morning, by the time 
we got back to the office after leaving his room, he 
had another episode of bleeding and was dead within 
a period of three hours. 

There is nothing the surgeon can do once this 
bleeding has occurred in vital areas of the brain. 

_In answer to Dr. Harrell’s question, cerebral an- 
giography like any other new procedure, takes a 
great deal of work and close cooperation between 
the technician and surgeon. It takes a rather long 
time to become adept at doing cerebral angiograms, 
but I think that with training anyone can become 
adept at cerebral angiography if he has access to a 
well coordinated radiology department. 


RECURRENT HEMANGIOPERICYTOMA 
Case Report 


MITCHELL A. SPYKER, M.D.* 
and 
HAROLD B. KERNODLE, M.D.+ 
BURLINGTON 


That the hemangiopericytoma is an entity 
separate from glomus and other vascular tu- 
mors was recognized by Stout and Murray 
in 1942. Vascular tumors have been described 
in large numbers in the early medical writ- 
ings, and were gradually subdivided until in 
1935 Masson described the normal glomus 
and its tumors, adding another subdivision 
to this group of neoplasms. 

The glomangioma and pericytoma presum- 
ably have a common stem cell, the pericyte of 
Zimmerman. The stem cell modification or 
*From the Department of Pathology, Alamance County Hos- 


pital, Burlington. 
tFrom the Kernodle Clinic, Burlington. 
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maturation separating the two as distinct 
entities has been described by Murray and 
Stout™”. 

Case Report 

A 47 year old white woman presented her- 
self on January 6, 1950, complaining of a 
painful, bluish-colored tumor in the web 
space between the first and second fingers 
of the right hand. At 16 years of age she had 
caught a hard baseball that caused throbbing 
and a lump. Two or three months later she 
had noticed that the growth was increasing 
in size. The slightest pressure caused severe 
pain. The tumor had been present for 31 
years. It had become more painful, and lar- 
ger in the past few days. Under local anes- 
thesia a vascular tumor measuring 1 cm. in 
diameter was removed. Distributed over the 
extremities and body were many non-tender, 
pigmented nevi and red-blue hemagiomas. 

The patient came into the office Jannarv 
29, 1951, complaining that the tumor had 
recurred in the previous operative area, and 
was associated with extreme tenderness on 
pressure. The growth was removed under 
local anesthesia, and was not attached to the 
tendon. It measured 1.5 by 1.0 by 1.0 em. One 
portion of the tissue was light tan in color; 
the rest was gray and irregular. There was 
no enlargement of the epitrochlear or axil- 
lary lymph nodes on the right. 

The patient returned July 20, 1951, com- 
plaining of a recurrent tumor in the original 
site, associated with tenderness on light touch 
and severe pain on pressure, radiating to the 
elbow. The tumor was removed under local 
anesthesia and was found to be unattached. 
It measured 1.5 by 1.0 by 1.0 em., and was 
white and firm. The follow-up examination 
on December 11, 1951, revealed the operative 
site to be well healed. There was no evidence 
of tumor or pain on light touch or deep pres- 
sure in the area. 

Specimens of the original tumor and of the 
two recurrences presented essentially the 
same microscopic pictures. In each case, low 
power examination of the tissue showed a 
neoplasm surrounded by fibrous tissue. The 
neoplasm is generally a vascular tumor in 
which the slit-like spaces are filled with 
blood. The blood spaces were surrounded 
by dense collections of cells. 

High power examination revealed spindle- 
shaped, oval, or round cells with moderate 
variations in size and shape. The cytoplasm 
took a pink stain. The nuclei were varied in 
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size and shape, being generally oval or round 
and containing a large dark red nucleolus. 
Normal mitosis was increased and was gen- 
erally of the metaphasic type. While these 
cells were generally spindle-shaped, in looser 
portions of the tumor they tended to be more 
rounded. The tissue presented a whorled ap- 
pearance. The capsule of the tumor was made 
up of dense or loose hyalinized fibrous tissue, 
with its nutrient blood supply. In certain 
areas the capsule was invaded by the neo- 
plasm, and finger-like projections extended 
into the surrounding connective tissue. The 
endothelium of the vessels was flattened, 
with spindle-shaped nuclei. 


Comment 


Clinically, this case was typical of a simple 
glomus tumor. The microscopic findings 
caused the growth to be classified as an 
hemangiopericytoma. The lesion has recurred 
twice in the same area. Each was clinically 
typical of a glomus tumor recurrence. The 
microscopic examination of the recurrent 
growth revealed the same pathologic picture 
as that seen in the original. Although glomus 
tumors do not usually recur after removal, 
they have been reported as recurring in the 
same site. 

Pericytomas are more cellular, and tend 
to recur. This tumor had finger-like strands 
projecting into the surrounding connective 
tissue beyond the capsule. Therefore, a rea- 
sonably wide excision should be done at the 
time of removal. 


Summary 


A case of recurrent hemangiopericytoma 
has been presented. The clinical findings sim- 
ulated those of a glomus tumor. Wide exci- 
sion should prevent recurrences. 


Addendum: The patient presented herself 
on November 6, 1952, for an examination 
which revealed the presence of a 1 cm. ex- 
tremely painful, firm tumor 1 cm. lateral 
and distal to the area of last tumor removal. 
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SOME ELECTION REFLECTIONS 


It is always hard to admit a mistake—but 
intellectual honesty sometimes demands that 
it be done. In this journal’s almost 13 years of 
existence, its share of editorial mistakes have 
been made—but none of them greater than 
two predictions made in the August issue. 
The first was that “the campaign . . . will 
probably be conducted on as high a plane— 
certainly so far as the principals are con- 
cerned—as any we have ever had.” It is 
probable that, had the two presidential can- 
didates been left alone, this prophesy would 
have been fulfilled — but the mud-slinging 
practiced by our outgoing President and by 
such Republicans as Senator Joe McCarthy, 
and the reckless and baseless charges made 
against both principals resulted in a general 
free-for-all, name-calling contest. 
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How much Truman contributed to Steven- 
son’s defeat and the extent to which McCar- 
thy hurt Eisenhower’s campaign are de- 
batable questions. Certainly the appeal to the 
emotions rather than to the reason was an 
insult to the intelligence of the American 
people. 

The second mistake made in this journal’s 
August editorial was the assumption that Ste- 
venson could count on “the almost solid labor 
vote.” This mistake is cheerfully acknow- 
ledged, because it is heartening to learn that 
the workers themselves were not herded by 
their union leaders like dumb, driven cattle, 
but voted their honest convictions. The dom- 
ination of the federal government by the la- 
bor “leaders” (so-called) had become as great 
a menace as had the rule of big business in 
bygone days. That the leaders of the three 
greatest unions had overreached themselves 
in pledging the labor vote to Stevenson was 
made manifest by the workers themselves. 
The ultimate result must almost certainly be 
for the best interest of the workers as well 
as of the whole population. 

In spite of its bad features, there are many 
things to be thankful for in the recent elec- 
tion. One is that Americans have come to ap- 
preciate their right to vote, as was shown by 
the unprecedented number going to the polls 
on election day. Another cause for gratitude 
is that in only one state was the justice of the 
voting mechanism questioned. Perhaps the 
greatest satisfaction of all is that the Ameri- 
can people have shown in no uncertain terms 
that they do not care to go further down the 
road to socialism. While some of the measures 
taken by the New Deal and the Fair Deal 
were salutary, the trend toward socialism 
had been gaining a dangerous momentum. 
President Truman insisted that the Demo- 
cratic campaign must be based upon his rec- 
ord—and Stevenson had to accept the issue. 
This gave the voters a clearcut choice be- 
tween more socialism on the one hand, and on 
the other a return to what has been somewhat 
disparagingly called the American way of 
life. There was no doubt as to the decision. 
Stevenson was a fine man who was the 
victim of circumstances. The majority vote 
was not so much against him personally as 
against the present administration, and for 
one of the nation’s greatest popular heroes. 

While the Republican victory was in large 
measure an overwhelming vote of confidence 
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in General Eisenhower and a tribute to his 
personal popularity, it also showed that the 
people had become weary of “the mess” in 
Washington. They were tired of government 
by bureaucracy, the corruption of morals in 
government officials and favorites, the infil- 
tration of Communists into our government, 
the sale of influence for 5 per cent, mink 
coats and deep freezers. It is unfortunately 
true that any political party which stays in 
power too long is apt to become infested with 
parasites—either office holders or hangers- 
on—who profit financially by their connec- 
tion with the party in power. Certainly Gen- 
eral Eisenhower will have a much better op- 
portunity to effect a change and turn such 
rascals out than Governor Stevenson would 
have had. 


Another cheerful reflection is that the 
South gave evidence of ending its role as a 
one-party section. It is to be hoped that 
Southerners can no longer be counted upon 
to follow the lead of a woman who wrote for 
the public opinion column of a daily paper 


that she would vote for the Devil himself if 
he were on the Democratic ticket. Perhaps 
the rising generation of the South will be 
realistic enough to know that the Civil War 
is no longer an issue; that Hoover was not 
personally responsible for the worldwide de- 
pression that happened to coincide with his 
term in office; and that the Democrats have 
not created real prosperity by borrowing to 
the limit of our country’s resources and by 
inflating the currency. 


An excellent precedent was set which 
should be followed by all future candidates 
for major political offices. Both Eisenhower 
and Stevenson were given thorough physical 
examinations by competent internists, and 
the public was assured that they were both in 
good condition. Most medical men would 
agree that this assurance was as important as 
a detailed income tax report. 


Finally, both Democrats and Republicans 
should be made happy by the knowledge that 
for the first time in history Americans had 
the privilege of voting for the man who was 
the first choice of both parties. May he have 
the united support of the whole nation in the 
gigantic task facing him! 
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CHANGE IN THE A.M.A. WASHINGTON 
OFFICE 


Eight years ago a Washington office of the 
American Medical Association was estab- 
lished with some misgiving. It was feared 
that such a move would make the American 
Medical Association more than ever a target 
for politicians, and that the office would be 
regarded as a medical lobby. Fortunately, 
Dr. Joseph S. Lawrence was chosen as direc- 
tor of the office. Under his able management 
these fears were dissipated. Dr. Lawrence 
conducted the office with so much wisdom, 
tact, and ability that it has become increas- 
ingly useful. Those who have had occasion to 
call upon anyone in the Washington office 
for information or advice have been im- 
pressed with the uniform efficiency and 
courtesy accorded them. The weekly publica- 
tion of the office, “Capitol Clinic,” and the 
legislative bulletins which are also issued 
on a weekly basis when Congress is in session 
have kept their readers well informed as to 
what is going on in Washington concerning 
the practice of medicine. 


When Dr. Lawrence gave up the office on 
September 1, Dr. Frank E. Wilson was 
chosen to succeed him. North Carolinians 
have a peculiar interest in Dr. Wilson because 
he is a member of our State Medical Society. 
Although he was born in Tennessee and was 
graduated from the University of Tennessee 
College of Medicine in 1933, he had the good 
judgment to begin his practice in North Caro- 
lina. From 1935 to 1938 he was a general 
practitioner in Mooresville. From 1939 to 
1941 he was health officer of Edgecombe 
County; from 1941 to 1946 he was on active 
duty in the army, and he is now a colonel in 
the Medical Corps Reserve. After receiving 
his Master of Public Health degree from the 
University in 1947, he was made deputy med- 
ical director of the American Red Cross. 
Since 1949 he has been deputy director of the 
Washington office of the A.M.A., and is quite 
familiar with the job. No doubt members of 
the North Carolina Medical Society will re- 
member very pleasantly his visits to annual 
meetings of our Society. 


Speaking for the medical profession of 
the state, the NORTH CAROLINA MEDICAL 
JOURNAL congratulates Joe Lawrence upon a 
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job well done, and extends to Frank Wilson 
congratulations and best wishes upon his ele- 
vation to head the very important Washing- 
ton office of the American Medical Associa- 
tion. 


* 


VIRGINIA LOWERS TAXES 


In its issue for July 15 the magazine Look 
applauds the state of Virginia for cutting its 
income tax by 20 per cent for 1951 and 1952. 
“Asked for an explanation of this phenome- 
non, state leaders say it’s very simple—you 
just cut expenses. This revolutionary idea 
has kept the dogwood state in the black 
every year, except one, in the past quarter 
century.” 


They also state that only non-essential ex- 
penses were eliminated. Under a law recently 
passed, the state income tax is automatically 
reduced whenever revenues exceed the cost 
of government. 


Maybe North Carolina, with one of the 
highest tax rates in the Union’, could learn 
something from our aristocratic neighbor. 
At least the cartoon heading the article is 
somewhat suggestive. Standing within the 
Virginia state line is a prosperous-looking, 
well dressed citizen with a pair of shears 
cutting away a portion of his tax list. Out- 
side the state line two men are looking on 
wistfully. One of them, with a large patch 
on his trousers, is turning his pockets wrong 
side out. The other, holding a tax receipt in 
his hand, is protected only by a barrel from 
complete nudity. 

“1. North Carolina’s State Taxes, Editorial, North Carolina 

M.J. 11:585 (Oct.) 1950. 

* * 


THE OLD NORTH STATE MEDICAL 
SOCIETY RESOLUTION 


On page 891 of the Journal of the A.M.A. 
for November 1, in the report of the Board 
of Trustees, there will be found a lengthy 
discussion on the resolution introduced by 
Dr. Millard D. Hill to the House of Delegates 
in June, 1952. It may be recalled that this 
resolution asked that the Old North State 
Medical Society be considered as an affiliate 
of the Medical Society of the State of North 
Carolina and the American Medical Associa- 
tion. 
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Evidently this resolution was given most 
careful consideration by the Board of Trus- 
tees, as well as by the Reference Committee 
on Miscellaneous Business. It was referred 
to legal counsel and the opinion given may be 
summed up in the final paragraph of the re- 
port of legal counsel: 


“Until the Old North State Medical Society 
has actually been constituted as an affiliate 
of the Medical Society of the State of North 
Carolina, and there is no evidence available 
as to any action taken by the state medical 
society to effect such affiliation, it is difficult 
to understand on what basis the House of 
Delegates can act with respect to the matter. 
Then, too, the fact that the Old North State 
Medical Society is composed of dentists and 
pharmacists, as well as physicians, would 
preclude affiliation with the American Med- 
ical Association.” 


Even though this resolution was not ac- 
cepted, it is to be hoped that some arrange- 
ment may be reached whereby the Negro phy- 
sicians in North Carolina—as well as in the 
whole United States—will be recognized by 
organized medical bodies and given postgrad- 
uate opportunities comparable to those of 
the white physicians. A good start has been 
made in that direction by a number of hos- 
pitals which invite Negro physicians to clin- 
icopathologic conferences and other such lo- 
cal postgraduate efforts. Some organizations 
such as the State Heart Association have en- 
couraged Negro physicians to attend their 
meetings. It is almost certain that opportun- 
ities for postgraduate instruction will be 
made available to all physicians regardless of 


creed or color. 
* 


A CORRECTION 


In last month’s editorial on the North Car- 
olina Memorial Hospital, the names of three 
staff members were inadvertently omitted. 
The NORTH CAROLINA MEDICAL JOURNAL is 
glad to supply them in this column: 

1. Dr. A. Price Heusner, professor of sur- 
gery in charge of neurological surgery 

2. Dr. S. D. McPherson, Jr., associate in 
the McPherson Hospital in Durham in charge 
of ophthalmology 

3. Dr. Warner Wells, instructor in sur- 
gery. 
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Clinicopathologic Conference 


DUKE HOSPITAL 
JAMES P. HENDRIX, M.D., Editor 
Presentation of Case 


Dr. ANGUS MCBRYDE: A 4 year old colored 
boy was admitted to Duke Hospital on Octo- 
ber 23, 1950. About ten days before admis- 
sion he had had a cold with slight fever, and 
began to have respiratory symptoms des- 
cribed as “croup.” His symptoms continued, 
and four days after the onset a weeping, vesi- 
cular eruption appeared on the left side of the 
face and gradually spread to involve the nose 
and the entire area over the maxillary por- 
tion of the left trigeminal nerve. There was 
considerable swelling and induration of the 
soft tissues in this area. He was given one in- 
jection of penicillin and for six days before 
admission had received Aureomycin (sper- 
soids) every four hours. 

Past history: One year before admission 
the child had had a generalized rash associ- 
ated with a “strep throat,” blood in the stools, 
and swelling of the abdomen and feet. These 
symptoms continued over a period of two 
months. In January, 1950—ten months be- 
fore admission—he had fever with cellulitis 
of the face in the same area as on admission, 
and there was swelling and crusting in this 
area. During the past year the child on sev- 
eral occasions had had “sores,” apparently 
impetigo, over the face, knees, and fingers. 
For eighteen months before admission he had 
been breathing through his mouth and had 
snored badly. 

Physical examination: The temperature 
was 38.7 C. (101.7 F.), the pulse 100, the 
blood pressure 100 systolic, 70 diastolic. The 
patient was moderately ill. Over the maxil- 
lary division of the trigeminal nerve there 
was swelling of the soft tissues and a vesicu- 
lar crusting eruption. Cervical and submaxil- 
lary nodes were described as 1-2 cm. in di- 
ameter, discrete and non-tender. Smaller 
nodes were felt in the axillary and inguinal 
regions, The nostrils were filled with crusts 
and exudate, more marked on the left. The 
chest and heart were normal. The abdomen 
was protuberant and dull to percussion, and 
a fluid wave was felt. The liver was enlarged 
3 fingers’ breadth, and the spleen was 
thought by most observers to be palpably en- 
larged. 
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Examination by an otolaryngologist re- 
vealed slight infection of the ethmoid cells 
bilaterally—hardly more than is seen with 
the usual respiratory infection. 

Laboratory findings: The hemoglobin was 
11 Gm., the white blood cell count 9,300, with 
39 per cent segmented and 3 per cent non- 
segmented polymorphonuclears, 2 per cent 
monocytes, and 56 per cent lymphocytes. 
Three urinalyses were normal. Serologic 
tests for syphilis were negative. A tuberculin 
skin test was positive in a 1:10 dilution only. 
Stools were negative for occult blood. The 
serum bilirubin was not elevated. The total 
serum proteins were 7.5 Gm., with 2.7 Gm. 
of albumin and 4.8 Gm. of globulin. Thymol 
turbidity was 1 unit. Two blood cultures were 
negative. Culture of the skin lesion revealed 
hemolytic Micrococcus aureus. An electro- 
cardiogram was normal. The urine was nega- 
tive for arsenic. A roentgenogram of the 
chest was normal. An abdominal film re- 
vealed free fluid, and evidences of hepatic 
and splenic enlargement. Films of the sinuses 
showed the ethmoids to be cloudy. Intra- 
venous urograms were done, but were not 
satisfactory. 

Blood studies done by the hematologic con- 
sultant revealed the following findings: 
Hemoglobin 11.3 Gm., white blood cell count 
6450, platelets numerous. A differential leu- 
kocyte count showed 24 per cent segmented 
polymorphonuclears, 72 per cent large lym- 
phocytes, and 4 per cent monocytes. A bone 
marrow biopsy was normal. On the day be- 
fore death, the hemoglobin was 9.8 Gm., the 
white blood cell count 4350, platelets ade- 
quate; a differential leukocyte count revealed 
6 per cent segmented and 22 per cent non-seg- 
mented polymorphonuclears, 16 per cent 
lymphocytes, 1 per cent basophils, and 55 per 
cent monocytes. Toxic granulation was pres- 
ent. Another bone marrow biopsy was nor- 
mal, and the hematologist felt that this blood 
picture represented a monocytic response to 
some primary blood dyscrasia. 

Course in the hospital: The child was given 
adequate doses of Chloromycetin and penicil- 
lin, and after two days became afebrile. The 
skin lesions on the face improved to such an 
extent that the antibiotics were discontinued 
one week after admission. At this time he felt 
well, and was believed to be about ready for 
discharge. Ten days after admission, how- 
ever, he became worse, and refused food. The 
next day, November 9, he became comatose, 
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and on November 10 he had a persistent nose- 
bleed, followed shortly by extreme respira- 
tory difficulty and high fever. Exophthalmos 
appeared on the right side. Tracheotomy 
was attempted, but the patient expired dur- 
ing this procedure. 


Clinical Discussion 

Dr. MCBRYDE: Facts worthy of special 
note are the facial lesion, the nasal discharge, 
the enlarged liver, and the presence of as- 
cites, enlargement of the regional lymph 
nodes, and fever. 

The facial lesion described is most sugges- 
tive of herpes zoster with secondary infec- 
tion. One, therefore, must postulate that this 
child had herpes zoster, and suspect that he 
may have had an encephalitic lesion due to 
this virus. The remainder of the symptoms, 
with the accompanying fever and ensuing 
death, would suggest either a chronic infect- 
ious process which terminated in a sudden 
overwhelming infection, or a malignant pro- 
cess with terminal infection. 

For one year before the child’s death he 
had had recurrent skin lesions, usually im- 
petiginous. There is also a history of nasal 
stoppage, with marked nasal crusting and 
exudate, during his hospital stay. All of these 
manifestations may have been due to staph- 
ylococcic infection. The enlarged liver could 
represent a response to chronic infection, 
with hepatitis and secondary ascites. The 
lymph node enlargement and fever would 
also fit into this picture. Two blood cultures 
made on the day of admission were negative, 
but no blood cultures were made during the 
last two days of his illness. 

One also must consider the possibility of a 
granulomatous process, such as Boeck’s sar- 
coid. The reversal of the albumin-globulin 
ratio without a decrease in the total serum 
proteins is perhaps suggestive of this process, 
although no characteristic lung, eye, or skin 
lesions were present. Xanthomatosis (Hand- 
Schiiller-Christian disease) must be consi- 
dered, but again we have no evidence of bone 
or skin lesions. Tuberculosis, I believe, can 
be ruled out by the rather long course with- 
out other evidence of tuberculous involve- 
ment. 

As far as malignancy is concerned, the 
peripheral blood picture and the repeated 
bone marrow studies would eliminate the pos- 
sibility of leukemia. This child might pos- 
sibly have had Hodgkin’s disease. Certainly 


CLINICOPATHOLOGIC CONFERENCE 633 


the enlarged liver, lymph node enlargement, 
and fever would fit this diagnosis. We also 
have no evidence which would rule out a ma- 
lignant process in the region of the kidney or 
adrenal glands or in the nasopharynx. At 
this stage, however, there should have been 
some evidence of metastasis or of bone in- 
volvement if a malignant process had been 
present. 

In summary, therefore, I believe that this 
picture most likely represents a response to 


a chronic infectious process, type undeter- . 


mined, but possibly an infection with Staph- 
ylococcus aureus. The presence of unilateral! 
exophthalmos shortly before death might 
point toward a cavernous sinus thrombosis. 
Other possible diagnoses are: (1) herpes 
zoster with possible herpes encephalitis, 
which can only be determined by the autopsy 
findings; (2) a malignant process, the most 
likely being Hodgkin’s disease, although 
other types of malignancy are not ruled out; 
(3) a granulomatous process, especially 
Boeck’s sarcoid. 


Clinical Diagnoses 
1. Chronic infection, possibly with Staph- 
ylococcus aureus, with possible cavernous si- 
nus thrombosis. 
2. Herpes zoster, with possible herpes en- 
cephalitis. 


Discussion of Pathologic Findings 

Dr. ALBERT G. SMITH: The case presented 
here furnishes us with an interesting ex- 
ample of encephalitis due presumably to the 
virus of herpes zoster. Sections of the skin 
containing the herpes lesions do not show in- 
clusion bodies or the classical changes ordi- 
narily produced in the epidermis by herpes, 
but there is a pronounced infiltration of 
round cells about blood vessels and in the 
subepidermis in general. Intracytoplasmic 
vacuoles are especially prominent in some 
areas. This mononuclear reaction can be 
traced through the peripheral nerves into the 
gasserian ganglion. Going further in the 
central nervous system, we found consider- 
able quantities of perivascular infiltrates in 
the midbrain (fig. 1), but not in the cortex. 
Our interpretation of this whole situation is 
that we are dealing with an instance of herpes 
zoster with invasion of the central nervous 
system by the virus. Herpes zoster encephali- 
tis is not a common disease. 

In addition to the lesions in the skin and 
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Fig. 1. A section of the brain stem revealing a 


focal area of myelitis characterized by perivascular 
mononuclear cell infiltrate and destruction. 


central nervous system, a profound mononu- 
clear infiltrate was found in the portal and 
central areas of the liver, and focally in the 
parenchymal areas; this is the type of reac- 
tion usually seen in leukemia (fig. 2). The 
nature of the infiltrating cell cannot be cer- 
tainly determined, but it resembles a young 
lymphocyte or monocyte. Some plasma cells 
are seen. The infiltrate is present to a lesser 
extent in the kidney. 

The hepatic infiltrate could be interpreted 
as representing a mononuclear response to 
generalized propagation of the herpes zoster 
virus. This type of microscopic picture has 
not been described in cases of herpes zoster; 
but few cases of herpes zoster come to au- 
topsy. A portal infiltrate of lymphocytes and 
other mononuclear cells, which in some re- 
spects resembles the present case, occurs in 
such virus diseases as infectious hepatitis 
and, rarely, in poliomyelitis. However, the 
portal and renal infiltrates in this case 
strongly suggest leukemia. The slides of this 
case have been reviewed by a number of dis- 
tinguished pathologists here and elsewhere, 
all of whom think that the liver and kidney 
lesions most likely represent leukemia. 


It should be recalled that the consulting 
hematologist who saw this child prior to 
death felt that there was a peripheral mono- 
nucleosis characterized by a predominance 
of cells described by him as monocytes; he 
reported that a bone marrow study revealed 
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: 


_ Fig. 2. A section of the liver showing extensive 
infiltration of the portal areas by lymphocytes and 
other mononuclear cells, 


no evidence of any type of leukemia which 
could be diagnosed from the marrow smear. 
It was the hematologist’s interpretation that 
this was a reactive mononucleosis secondary 
to some other process. 


The bone marrow studies done from au- 
topsy material tend to confirm these ante- 
mortem observations: they show no great 
predominance of myeloblasts, or striking in- 
crease in cells of the lymphocytic or monocy- 
tic series. All lymph nodes show hyperplasia 
with relative loss of distinguishable germi- 
nal centers. The reticulo-endothelial portions, 
however, are very distinct and are strikingly 
hyperplastic in some nodes. The cells in the 
node include young and mature lymphocytes, 
some plasma cells, and some mononuclear 
cells of larger volume than lymphocytes but 
not readily distinguishable as belonging to 
the monocytic or myeloblastic series. I be- 
lieve these cells are probably the same as 
those found in the circulating blood prior to 
death. These changes in the bone marrow and 
lymph nodes are compatible with those of 
lymphocytic leukemia. 


An interesting alternate interpretation is 
that the virus of herpes zoster produced a 
picture resembling leukemia in this child. 
Viruses are known to produce similar effects 
in fowl leukosis and in venereal infectious 
lymphosarcoma of dogs. Perhaps this case 
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represents a leukemic response of this na- 
ture, which was not evident clinically. 

In summary, the clinical and pathologic 
characteristics of the face and nerve lesions 
are in keeping with those described in pre- 
vious cases of herpes zoster with encephali- 
tis, although characteristic viral inclusions 
were not found. The lesions in the liver and 
kidney have been thought by a majority of 
observers to represent leukemia. 


Anatomic Diagnoses 

Herpes zoster of the skin in the sensory 
area of the maxillary division of the left tri- 
geminal nerve, with involvement of the peri- 
neurium of the left gasserian ganglion and 
brain stem. 

Focal, portal and central mononuclear in- 
filtrates of the liver and kidneys (leukemia, 
lymphocytic). 

Generalized lymphoid hyperplasia of 
lymph nodes. 

Inflammation of the nasal mucous mem- 
branes. 

Focal edema, atelectasis, congestion hem- 
orrhage, and emphysema of the lungs. 

Acute bronchitis. 

Patent foramen ovale. 

Accessory spleen. 


Committees and Organizations 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


RELEASE VS RELIEF* 


The distinguished Chinese educator, 
Jimmy Yen, once when discussing financial 
aid received by his country from America 
stated, “I advocate using these funds for re- 
lease instead of relief.’’ To me the statement 
was a striking one, and as I followed his dis- 
course I saw in his explanation a definite 
similarity to the basic philosophy regarding 
the use of Christmas Seals. 


Because this method of using funds is not 
always understood, the promoters of tubercu- 
losis control through tuberculosis associa- 
tions have had an uphill struggle. They have 
often had to choose between relief for a few 
and release for many when disbursing Christ- 
mas Seal funds. 


_Reprinted from the North Carolina Tuberculosis Association 
News Letter, October, 1952. 
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Our Authorized Forms of Tuberculosis 
Work assign the funds to the task of release. 
In this role one sees the Seals at work, cre- 
ating through interpretation and then releas- 
ing an informed public opinion to the support 
of the tuberculosis control program. Once 
sufficient interest is aroused it leads to the 
releasing of the financial aid that’s needed in 
casefinding, treatment and rehabilitation. 


Again you find them releasing by means 
of research, the mystery that once shrouded 
the tubercle bacilli and revealing to scientists 
and medical men the drugs or other methods 
of treatment to which the disease is most 
vulnerable. 


Perhaps their greatest role is releasing, 
through education, the masses from fears, 
superstitions, complacency and ignorance re- 
garding the disease, and presenting the facts 
that will help people to help themselves—to 
know what causes TB, how to cure it and how 
to prevent it. 


Funds free to participate in or to initiate a 
program of this nature, designed for all the 
people, will not only aid a few patients and 
their families but will wage an unceasing and 
relentless war against tuberculosis until it is 
eventually eradicated. 

VELMA JOYNER 
NCTA 


Help Fight TB 


Christmas Greetings 
© USA 


Buy Christmas Seals 
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CORRESPONDENCE 


U.S. vs. the Horsey Cancer Clinic 


To the editor: 


You may be interested in the enclosed opin- 
ion of the U.S. Court of Appeals for the Fifth 
Circuit in the case of U.S. v. Hoxsey Cancer 
Clinic, a Partnership, and Harry M. Hoxsey. 
an Individual. This opinion is the result of 
an appeal in a vigorously contested case tried 
in the U.S. District Court at Dallas, Texas. It 
reverses the judgment of the trial Judge 
(William H. Atwell, N. Dist. of Texas) and 
directs that Court to issue an injunction pro- 
hibiting the defendants from distributing in 
interstate commerce brownish-black, and 
pink, liquids intended for the treatment of 
cancer in man. 

In many parts of the country, people are 
taking the Hoxsey medicines in the belief that 
they may be an effective treatment for can- 
cer. Friends and relatives of cancer victims 
frequently query local physicians concerning 
this treatment. You may wish to publish in- 
formation about this case so that physicians 
will have the facts at hand concerning these 
drugs, in the event of such inquiries. 

The following important principles are 
laid down in the Circuit Court opinion, based 
on testimony by cancer experts. 

1. “***there is only one reliable and ac- 
curate means of determining whether what 
is thought to be cancer is, in truth and fact, 
actually cancer. This requires a biopsy, a 
microscopic examination of a piece of tissue 
removed from the infected and diseased re- 
gion.” 

2. “***the opinion of a layman as to 
whether he has, or had, cancer, or a like 
opinion as to whether he has been cured and 
no longer bears the disease, if, in fact, it 
ever actually existed, is entitled to little, if 
any, weight.” 

3. “***despite the vast and continuous re- 
search which has been conducted into the 
cause of, and possible cure for, cancer the 
aggregate of medical experience and quali- 
fied experts recognize in the treatment of in- 
ternal cancer only the methods of surgery, 
x-ray, radium and some of the radio-active 
by-products of atomic bomb production.” 

4. “***Upon such subjects a Court should 
not be so blind and deaf as to fail to see, hear 
and understand the import and effect of such 
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matters of general public knowledge and ac- 
ceptance, especially where they are estab- 
lished by the overwhelming weight of dis- 
interested testimony***.” 

The Hoxsey Clinic is located in Dallas, 
Texas, and ships its drugs to patients in 
many other states. According to the unani- 
mous opinion of the Court of Appeals, con- 
sisting of Judges Russell, Hutcheson, and 
Rives, “the overwhelming weight of the cred- 
ible evidence requires a conclusion that the 
representation that the Hoxsey liquid medi- 
cines are efficacious in the cure of cancer 
is *** false and misleading. The evidence as 
a whole does not support the finding of the 
trial Court that ’some it cures, and some it 
does not cure, and some it relieves some- 
what’.” 

Under the law the defendants still have the 
right to petition for review by the U.S. Su- 
preme Court. 

C. W. CRAWFORD 
Commissioner of Food and Drugs 
Food and Drug Administration 


Bidrolin Newest Armour Pharmaceutical 
Product 


The Armour Laboratories announces Bidrolin, 
which combines for the first time dehydrocholic acid 
and choline, as the newest addition to its line of 
pharmaceutical products, 

Bidrolin tablets each contain 1.9 grains of de- 
hydrocholic acid and 2.5 grains of choline bitartrate. 

It is of special value in the management of indi- 
gestion, constipation and flatulence of biliary origin, 
in biliary stasis, non-caleulous cholangitis and cho- 
lecystitis when the gallbladder is still able to ex- 
pand, and in maintaining drainage after gallbladder 
surgery. 


Lilly Announces Co-Pyronil 

The Lilly Research Laboratories have prepared a 
new series of compounds possessing striking anti- 
histaminic properties. The most effective of these 
is ‘Pyronil’ (Pyrrobutamine, Lilly), which was 
shown by animal tests to have a longer duration 
of effect than that of any other known antihista- 
minic, During the 1951 hay-fever season, research 
clinicians reported superior results in an impressive 
majority of cases. Side effects on effective thera- 
peutic doses were usually negligible. 

The drug is slow in onset of action. This charac- 
teristic is overcome by the combination of 15 mg. of 
‘Pyronil’ with fast-acting Thenylpyramine and Cy- 
clopentamine. The resulting formula (‘Co-Pyronil’) 
thus gives prompt action followed by prolonged 
relief. 
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BULLETIN BOARD 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Dr. William L. Fleming, professor of preventive 
medicine, and Dr. Cecil Sheps, director of the Plan- 
ning Section of the Division of Health Affairs, par- 
ticipated in the working conference on “Preventive 
Medicine in Medical Schools” at Colorado Springs, 
November 3 to 7. This conference, co-sponsored by 
the Association of American Medical Colleges and 
the Conference of Professors of Preventive Medicine 
and financed by grants from several foundations, 
was devoted to a thoroughgoing study of the ob- 
jectives and functions of departments of preventive 
medicine, the place of preventive medicine and pub- 
lic health in the medical curriculum, and the most 
effective ways of integrating teaching in these 
fields into the total teaching program. The compre- 
hensive recommendations developed by the Confer- 
ence have far reaching implications for the entire 
field of medical education. 

* * * 


Dr. Nathan A. Womack, professor of surgery, 
was the guest of the Eighth District Medical Society 
at its October meeting in High Point and spoke on 
“Diseases of the Biliary Tract.” 

* * 


Dr. A. Price Heusner, professor of neurosurgery, 
and Dr. Thomas W. Farmer, professor of neurology, 
discussed “Head Injuries” at a meeting in Fayette- 
ville on October 24 of the Fayetteville Medical So- 
ciety and the medical staffs of Fort Bragg and of 
the Veterans Administration Hospital. 

* 


Dr. Edward F. Adolph, president-elect of the 
American Physiological Society, spent November 12 
and 13 in Chapel Hill; he conducted a seminar on 
“Water and Electrolyte Balance”, and gave an eve- 
ning lecture on “Survival in the Desert and in the 
Arctic.” 

* 

Members of the Department of Medicine partici- 
pated in several meetings in the State during Oc- 
tober: Dr. Isaac M. Taylor met with the Guilford 
County Medical Society in Greensboro and discussed 
“The Care of the Cardiac Patient at Surgery,” and 
later in the month read a paper on “Diagnostic 
Procedures in Thyroid Disease” before the Sixth 
District Medical Society at Butner; Dr. Ernest 
Craige also attended the Butner meeting and dis- 
cussed “Treatment of Rheumatic Fever.” Dr, Louis 
G. Welt was the guest of the Tenth District Medical 
Society in Asheville and spoke on “The Problems 
of F’uid Balance in Diseases of the Central Nervous 
System.” Dr. John T. Sessions presented a paper on 
“The Management of Massive Gastrointestinal Hem- 
orrhage” before the Cabarrus County Medical Soci- 
ety in Concord. Dr. Jeffress G. Palmer met with the 
hospital staff of the Memorial General Hospital in 
Kinston to discuss “The Diagnosis and Management 
of Anemia.” Dr. Charles H. Burnett was guest 
speaker at the Alamance-Caswell Medical Society 
meeting in Burlington; his topic was “Current 
Trends in the Treatment of Shock.” 

* * 

Dr. William P. Richardson, professor of preventive 
medicine, attended the convention of the American 
Public Health Association in Cleveland in October. 
While there, he participated in a special conference 
on the training of public heaith workers, with par- 
ticular reference to the program for residency for 
physicians in public health. 

* 
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Dr. George C. Ham, professor of psychiatry, spoke 
to the members of the Virginia Neuropsychiatric 
Society on “The Science of Human Adaptation” at 
its meeting at the Veterans Administration Hospital 
in Roanoke on October 8; on October 11 he partici- 
pated in the panel on research of the scientific meet- 
ing of the Twentieth Anniversary Celebration of 
the Institute for Psychoanalysis in Chicago as the 
discussant for Dr. I, Arthur Mirsky’s paper on 
“Psychoanalysis and the Biological Science.” On 
October 21 Dr. Ham met with the Mercy Hospital 
staff in Charlotte to discuss “Understanding Psy- 
chosomatic Disorders with Special Reference to the 
Respiratory System.” 

* * 

Dr. Ralph T. Overman, of the Oak Ridge Institute 
of Nuclear Studies, visited the University on No- 
vember 19 and gave a lecture entitled “Is Science 
a Sacred Cow?” 

* * 

Dr. Edward C. Curnen, professor of pediatrics, 
presented a paper on “The Role of Coxsackie Vir- 
uses in Human Disease” at the annual meeting of 
the Southern Medical Association in Miami in No- 
vember. 

* * 

Dr. Kenneth M. Brinkhous, professor of pathol- 
ogy, served as moderator in a round table discussion 
on “Advances in the Diagnosis of Cancer” at the 
Fourth Annual Medical and Surgical Symposium of 
the Raleigh Academy of Medicine on November 7; 
other participants were Dr. Milton Friedman of 
New York University, Dr. Elmer Hess of Erie, 
Pennsylvania, Dr. Mavis P. Kelsey of the Univer- 
.sity of Texas, Dr. Emil Novak of Johns Hopkins 
University, and Dr. George T. Pack of Memorial 
Hospital in New York. 

* ok 

Dr. W. R. Berryhill attended the annual meeting 
of the Association of American Medical Colleges in 
Colorado Springs in November. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


TENTATIVE PROGRAM 
Fifteenth Annual Symposium 
December 9-10, 1952 


ADVANCES IN THERAPY 


Tuesday, December 9, 1952 

2:00- 3:30 P.M.—Dr. L. J. Meduna, Professor of 
Psychiatry, University of Illinois, Chicago— 
“CO-2 Treatment of Psychosomatic Disorders.” 

3:30- 4:30 P.M.—Dr. James Toman, Division of 
Neurophysiological Research, Psychosomatic 
and Psychiatric Institute, Michael Reese Hos- 
ital, Chicago—“Mechanism of Action in Re- 
ation to Clinical Effectiveness of Anti-con- 
vulsant Drugs.” 

4:30- 5:30 P.M.—Dr. C. P. Rhoads, Director, Me- 
morial Center for Cancer and Allied Diseases; 
Professor of Pathology, Sloan-Kettering Di- 
vision, Cornell University Medical College— 
“Trends in the Management of Neoplastic 
Disease.” 

INTERMISSION 

8:00- 9:00 P.M.—Dr. Harry Eagle, Chief, Experi- 
mental Therapeutics, National Microbiological 
Institute, National Institutes of Health, Be- 
thesda 14, Maryland—“Antibiotic Therapy.” 
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9:00-10:00 P.M.—Dr. J. Maxwell Chamberlain, As- 
sociate Surgeon, Columbia University College 
of Surgeons; Associate, Visiting Chest Sur- 
geon Bellevue Hospital, New York, N. Y.; 
Attending Thoracic Surgeon, Roosevelt Hos- 
pital, New York—“Segmental Resection in the 
Surgical Treatment of Pulmonary Tuberculo- 
sis (400 cases).” 

Wednesday, December 10, 1952 

9:00-10:00 A.M.—Dr. Charles P. Bailey, Professor 
and Head, Department of Thoracic Surgery, 
Hahnemann Medical College and Hospital, 
Philadelphia—‘Intracardiac Surgery.” 

10:00-11:00 A.M. — Dr. Lewis Dexter, Physician, 
Peter Bent Brigham Hospital; Assistant Pro- 
fessor of Medicine and Tutor in Medicine, 
Harvard Medical School—‘Pathological Physi- 
ology of Mitral Stenosis and its Surgical Im- 
plications.” 

11:00-12:00 P.M.—Dr. Samuel A. Levine, Physician, 
Peter Bent Brigham Hospital, and Clinical Pro- 
fessor of Medicine, Harvard Medical School— 
“A Cardiologist’s View of Mitral Valvulo- 
plasty.” 

2:00- 3:00 P.M.—Dr. Irving S. Wright, Professor 
of Clinical Medicine, Cornell University Med- 
ical College; President, American Heart As- 
sociation—*Modern Treatment of Myocardial 
Infarction.” 

3:00- 4:00 P.M.—Dr. Joseph J. Bunim, Chief, Arth- 
ritis and Rheumatism Branch, National Insti- 
tute of Arthritis and Metabolic Diseases— 
“Recent Observations on Prevention and Treat- 
ment of Rheumatic Fever.” 


* * * 


The Duke University Medical School has begun a 
series of orientation lectures for new medical school 
and hospital personnel, Dr. J. E. Markee announced 
recently. 

Dr. Markee, chairman of the Medical School’s 
committee on admissions, said the aim of the 10- 
lecture series is to teach new personnel the close 
teamwork between departments in running a_ hos- 
pital and medical school. 

Nearly 200 new medical and nursing students, 
medical technicians, medical record librarians, ad- 
ministrative interns, social workers and other medi- 
cal school and hospital personnel attended the first 
lecture. The series will continue throughout the 
fall term. 

Meetings will be held each Saturday in the Duke 
Chemistry Building Auditorium. Future lecture top- 
ics will include modern-day research, nursing pro- 
grams, legal responsibilities, church relationships. 
how hospitals work, physical therapy and physical 
medicine, care of women, and the place of tech- 
nology. 

* * ok 

Duke University Nursing School started its 1952- 
1953 mobile institute for premature infant care in 
North Carolina with a two-day course at Bryson 
City, October 14-15. 

The institutes are designed to help give premature 
care training to North Carolina nurses who are un- 
able to attend the intensive courses at Duke. 

“While this arrangement is not as satisfactory as 
the three and four-week courses conducted at Duke,” 
Dean Florence K. Wilson of the Duke Nursing School 
said, “it does make the course available to nurses in 
the state who otherwise would not be able to take 
advantage of this training.” 

The program, sponsored by the N. C. Pediatric 
Society and the N. C, League of Nursing Education 
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in cooperation with the Duke Nursing School and 
administered through the State Board of Health, in 
one year has cut in half infant mortality in North 
Carolina’s six major premature centers, it was re- 
cently reported. 


NORTH CAROLINA HEART ASSOCIATION 


A new bimonthly scientific journal, Circulation 
Research, the only publication devoted exclusively 
to reports on fundamental studies related to the 
heart and circulation, will be issued by the Ameri- 
can Heart Association, and distributed in this state 
through the North Carolina Heart Association, be- 
ginning January, 1953, as a further step in the 
development of its professional education program. 
Grune & Stratton, Inc., New York medical pub- 
lishers who also publish Circulation, the monthly 
journal of the American Heart Association, will 
publish the new journal. 

Circulation Research will be edited by Dr. Car] J. 
Wiggers, professor and director, Department of 
Physiology, Western Reserve University School of 
Medicine, Cleveland. Dr. Robert S. Alexander, asso- 
ciate professor of physiology at the same institu- 
tion, will be assistant editor. 

Circulation, which is in its third year of publica- 
tion, will continue as a separate journal under the 
editorship of Dr. Thomas M. McMillan, Philadelphia. 
It will concentrate more fully on clinical problems 
and avplied research, as distinguished from funda- 
mental research in the cardiovascular field. 

In announcing the new periodical, Dr. Irving S. 
Wright, president of the American Heart Associa- 
tion, said, “We are confident this new journal will 
be welcomed by the many physicians, investigators, 
and teachers who have long felt the need for an 
effective medium to integrate and disseminate new 
knowledge regarding fundamental problems which 
must first be solved before applied research can 
progress.” 

In addition to original papers on fundamental re- 
search, editorials on appropriate subjects and short 
preliminary reports on “research in progress” will 
be included. For the present, the new publication 
will not include reviews or abstracts. Manuscripts 
should be addressed to Dr. Carl J. Wiggers, editor. 
Circulation Research, 2109 Adelbert Road, Cleveland 
6, Ohio. 

Included on the editorial board is Dr. Eugene A. 
Stead of Duke University. 

Research journal membership - subscriptions are 
available through the North Carolina Heart Asso- 
ciation at $10.50 per year. Membership-subscription 
vrivileges include the new bimonthly, Circulation 
Research, the monthly bulletin, Modern Concepts of 
Cardiovascular Disease, admission to the Associa- 
tion’s annual Scientific Sessions, and voting mem- 
bership in the North Carolina Heart Association. 

Persons engaged in full-time research work may, 
upon application, obtain for their own personal use, 
a direct subscription to Circulation Research for a 
svecial rate of $6.00, or a research journal member- 
shin-subscription, including Association membership 
privileges, for $8.00. 

Combined journal membership - subscriptions in- 
clude Circulation, Circulation Research, Modern Con- 
cepts of Cardiovascular Disease, and admission to 
the Association’s annual Scientific Sessions. These 
subscriptions may be obtained at the rate of $19.00 
per year. Payment of an additional $1.00 entitles 
the subscriber to voting membership in the North 
Carolina Heart Association, 

Journal membership-subscriptions for Circulation 
continue to be priced at $13.00 per year in the 
United States, plus the $1.00 for membership in 
the North Carolina Heart Association. 
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BOARD OF MEDICAL EXAMINERS 
OF THE 
STATE OF NORTH CAROLINA 

The North Carolina Board of Medical Examiners 
will meet at the Robert E. Lee Hotel, Winston-Salem, 
North Carolina, January 19, 1953, at 9 a.m., at which 
time it will interview applicants for licensure by en- 
dorsement of credentials. 


RALEIGH ACADEMY OF MEDICINE MEDICAL 
AND SURGICAL SYMPOSIUM 


The diagnosis and treatment of cancer was dis- 
cussed at the fourth annual medical and surgical 
symposium of the Raleigh Academy of Medicine held 
on Friday, November 7. Various aspects of the sub- 
ject were presented in papers by Dr. Elmer Hess of 
Erie, Pennsylvania; Dr. Mavis Kelsey of the Univer- 
sity of Texas; Dr. Emil Novak of Johns Hopkins Un- 
iversity; Dr. George T. Pack of New York Medical 
College; and Dr. Milton Friedman of New York Uni- 
versity. Dr. Kenneth Brinkhous of the University of 
North Carolina was moderator of a round table dis- 
cussion on advances in the diagnosis of cancer, in 
which the other speakers participated. 

Dr. Joseph J. Combs, president of the academy, 
welcomed the group and presided over the evening 
session, and Dr. William B. Dewar presided over 
the afternoon session, 


NORTH CAROLINA CHAPTER OF THE AMERICAN 
COLLEGE OF CHEST PHYSICIANS 


Dr. Leon Feldman was elected president, Dr. Ralph 
E. Moyer vice president, and Dr. Norman L. Ander- 
son, secretary-treasurer of the North Carolina Chap- 
ter of the American College of Chest Physicians at 
its third annual meeting held in Asheville on October 
23. 

Included on the afternoon program were Dr. Wil- 
liam M. Kennedy of Asheville, speaking on “Sys- 
temic Blastomycosis: Treatment with Stilbamidine”; 
Drs. Timothy Takaro and J. D. Murphy, Oteen, on 
“Pulmonary Blastomycosis: Treatment with Undecy- 
lenic Acid”; Dr. Thomas R. Huffines, Asheville, on 
“Genitourinary Tuberculosis’; Dr. Walter R. John- 
son, Asheville, on “Tuberculous Enteritis’; and Dr. 
W. Spencer Schwartz, Oteen, on “A Review of the 
Newer Antibiotics in the Treatment of Pulmonary 
Tuberculosis.” 

Guest speaker at the evening session was Dr. 
David H. Waterman of Knoxville, Tennessee. The 
meeting concluded with a conference on x-ray con- 
ducted by Dr. G. W. Murphy of Asheville. 


GASTON MEMORIAL HOSPITAL 
MEDICAL SYMPOSIUM 


The medical staff of the Gaston Memorial Hos- 
pital, Gastonia, is sponsoring a Medical Symposium 
to be held on December 10, 1952, at the Masonic 
Temple, Gastonia. Dr. George Crile, Jr., of the Cleve- 
land Clinic, Cleveland, Ohio, is the guest speaker, 
and his subjects will be: “Treatment of Peptic UI- 
cer” and “Diseases of the Thyroid.” 

The meeting will consist of an afternoon session 
beginning at 4:00 p.m., dinner at 7:00 p.m., and an 
evening session at 7:30 p.m. All physicians in North 
and South Carolina are invited to attend. 
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NORTH CAROLINA STATE BOARD OF HEALTH 


The Public Health Statistics Section of the North 
Carolina State Board of Health has announced that 
54 residents of this state died during 1951 who had 
passed the one hundredth birthday. Of this number, 
4 were white males, 12 white females, 11 colored 
males, and 27 colored females. When a tabulation 
by color only is made, it is seen that 16 white and 38 
colored reached or passed the century mark before 
death. 

The age-color specific mortality rate is higher 
for every age group in the Negro than in the white 
up to the 75-84 age group. The death rate in the 
group 75 and above is higher in the white race. This 
lends strong support to the fact that more Negroes 
—— the century mark before death, statisticians 

ieve. 


EIGHTH DISTRICT MEDICAL SOCIETY 


The fall meeting of the Eighth District Medical 
Society was held at the Sheraton Hotel in High 
Point on October 16. Speakers and their subjects 
were: Dr. James Gilliam of High Point, “Injuries of 
the Urinary Tract’; Dr. Eben Alexander of Win- 
ston-Salem, “The Treatment of Severe Cerebral 
Trauma”; Dr. Edward P. Benbow of Greensboro, 
“Recent Ideas in the Treatment of Poliomyelitis Pa- 
tients”; Dr. David Cayer of Winston-Salem, “The 
Diagnostic and Research Aspects of Liver Biopsy”; 
and Dr. Nathan Womack of Chapel Hill, “Cholecys- 
titis.’ 

Officers for the meeting were Dr. George Wood, 
president; Dr. Glenn Perry, vice president; and Dr. 
Jack Lynch, secretary-treasurer. 


FIFTH DISTRICT MEDICAL SOCIETY 


The fall meeting of the Fifth District Medical 
Society was held at North Carolina Sanatorium, Me- 
Cain, November 13, i952. The following program was 
presented: “Present Day Use of Antibiotics,” Dr. 
Samuel P. Martin, Durham; “The X-ray Diagnosis 
of Lesions of The Gastrointestinal Tract,” Dr. Cyrus 
L. Gray, High Point; “Dyspnea As A Sympton of 
Anxiety State,” Dr. James V. Warren, Durham; 
“Preventable Maternal Deaths,” Dr. James F. Don- 
nelly, Winston-Salem. 

A discussion of the papers followed by a business 
session was held at the conclusion of the afternoon 
session, and a dinner meeting featuring an address 
A Dr. J. Street Brewer brought the meeting to a 
close. 


SEVENTH DISTRICT MEDICAL SOCIETY 


The Seventh District Medical Society met in Lin- 
colnton on October 29, Dr. Clem Ham presiding. The 
following scientific program was presented at the 
afternoon session: “Congenital Heart Disease: Its 
Clinical Recognition and Surgical Treatment,” Dr. 
C. Glenn Sawyer, Winston-Salem; “Preventive and 
Curative Medicine for North Carolina,” Dr. J. W. R. 
Norton, Raleigh; “The Role of the Pathologist in the 
Non-Teaching Hospital,’ Dr. J. O. Williams, Con- 
cord; “Advances in the Field of Plastic Surgery,” 
Dr. Herbert Conway, professor of surgery, Cornell 
Medical Center, New York; a radiology clinic, with 
Dr. W. C. Sternbergh of Charlotte as moderator, and 
other Seventh District radiologists participating. 

At a banquet held at the North State Hotel that 
evening, President J. Street Brewer brought greet- 
ings from the Medical Society of the State of North 
Carolina, and Dr. Herbert Conway spoke on “Plastic 
ym pi in New York City One Hundred Years 

go. 
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SIXTH DISTRICT MEDICAL SOCIETY 


The meeting of the Sixth District Medical Society 
of North Carolina was held on October 8, 1952, at 
State Hospital, Butner. Approximately 125 doctors 
attended the meeting. Dr. Fred G. Patterson pre- 
sided. 

Speakers at the afternoon session were Dr. J. 
Vincent Arey, Dr. J. W. Murdoch, Dr. William C. 
Sealy, Dr. Isaac Taylor, Dr. Ernest Craige, and Dr. 
William H. Freeman. The evening session consisted 
of talks by Dr. Ernest H. Wood and Dr. Edward C. 
Curnen. 

New officers of the society are Dr. H. B. Kernodle, 
president; Dr. O. S. Goodwin, vice president; Dr. 
William C. Sealy, secretary-treasurer. 


IREDELL-ALEXANDER COUNTIES 
MEDICAL SOCIETY 


The Iredell-Alexander Counties Medical Society 
held its regular monthly meeting at Statesville on the 
night of October 14, with President Creighton Wrenn 
presiding. Drs. Tom G. Thurston and John E. Wear 
gave a program on “Radiological Aids in Diagnostic 
Procedures.” 

Five new physicians were elected to membership 
into the society, and one was received by transfer. 
They are as follows: 

Drs. James Henry Carnelley, (by transfer, Ala- 
mance-Caswell Counties), Stearns Building, States- 
ville; Eston Robert Caldwell, Jr., Davis Hospital, 
Statesville; Louis Augustus Gleitsman, Davis Hos- 
pital, Statesville; Wesley Calhoun Palmes, Davis 
Hospital, Statesville; Harry Gordon Walker, States- 
ville, and Victor H. Prusa, Alexander County Hos- 
pital, Taylorsville. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Richard L. Masland, associate professor of 
neurology of the Bowman Gray School of Medicine 
of Wake Forest College, addressed the Forsyth 
County Medical Society on “Clinical Aspects of 
Encephalography” at its regular monthly dinner 
meeting held on October 14. 


EDGECOMBE-NASH MEDICAL SOCIETY 


John E. Dees of Duke University spoke on 
Aspects of Chronic Urethritis and Trigo- 
nitis in the Female” at the October meeting of the 
Edgecombe-Nash Medical Socicty. Dr. Adam Thorp 
was program chairman for the meeting. 


Dr. 
“Certain 


NEWS NOTES 


Dr. Charles I. Lahser has announced the opening 
of offices in Gastonia. His practice will be limited to 
infants and children. 


MEDICAL COLLEGE OF SOUTH CAROLINA 


The Medical College of South Carolina held a post- 
graduate seminar and Founder’s Day program, No- 
vember 5-7. All speakers on Founder’s Day, Novem- 
ber 6, were alumni of the college. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The nineteenth annual meeting of the American 
College of Chest Physicians will be held at the Hotel 
New Yorker, New York C ity, May 28-31, 1953. 

Physicians who wish to present papers at the meet- 
ing should submit titles and abstracts to Dr. Ar- 
thur M. Olsen, chairman, Committee on Scientific 
Program, American College of Chest Physicians, 
Mayo Clinic, Rochester, Minnesota. 
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AMERICAN DIABETES ASSOCIATION, INC. 


The American Diabetes Association offers a 
$250.00 prize to medical students and interns for a 
paper on any subject relating to diabetes. The paper 
can be a report of original studies, a biographical or 
historical note, a case report with suitable comment, 
or a review of the literature. 

This incentive is particularly apropos in the field 
of diabetes, since Dr. Paul Langerhans made his 
studies of the pancreas, describing the islets that 
bear his name, while he was an undergraduate stu- 
dent in Berlin in 1869; and Dr. Charles H. Best, 
while a graduate student, was co-discoverer of in- 
sulin in 1922. 

Manuscripts must be submitted on or before April 
1, 1953, to the editorial offices of Diabetes, the 
Journal of the American Diabetes Association, 11 
West 42nd Street, New York 36, New York. The pa- 
pers will be reviewed by the editorial board, which 
will take into consideration the value of the material 
and method of presentation in selecting the best pa- 


per. 

The award of $250.00 has been made _ possible 
through the generosity of the St. Louis Diabetes As- 
sociation, an affiliate of the American Diabetes As- 
sociation. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


Plans are being made to present two half-hour 
network television shows covering high points of the 
American Medical Association’s sixth annual clinical 
session in December. Originating from Denver, the 
telecasts will highlight session activities, including 
presentations of new surgical and clinical demonstra- 
tions, special scientific exhibits, and other interest- 
ing medical features. The programs will be of in- 
terest to physicians who cannot attend the meetings 
as well as to the general public. 

Present plans call for coast-to-coast coverage on 
two different nights during the meeting, December 
2-5. Once again the programs are being sponsored by 
Smith, Kline and French, Philadelphia pharmaceuti- 
cal firm. 

* * 

“Widening the Highway to Health” will be the 
theme of the eighth national Conference on Rural 
Health to be held February 27-28 at the Roanoke 
Hotel, Roanoke, Virginia. The day preceding the 
general sessions (February 26) will be devoted to an 
informal get-together of physicians, who are re- 
sponsible for rural health programs in their respec- 
tive states, to discuss “Doctor Participation in Com- 
munity Programs.” 

The subject of financing rural medical care will 
be covered at Friday’s sessions. An experience-and- 
accomplishment program to stimulate thought on 
“What Can I Do When I Get Home?” will be pre- 
sented the last morning. The final luncheon speaker 
wil! tell what medicine is doing, in cooperation with 
other organizations and groups, to help America 
solve its health problems. 

* * 

The AMA’s fifth annual National Medical Public 
Relations Conference will be held Monday, Decem- 
ber 1—the day before the opening of the Clinical 
Session—at the Shirley-Savoy Hotel, Denver. Theme 
of the one-day meeting will be “Mutual Understand- 
ing—the Key to Better Public Relations.’’ The Con- 
ference program will be geared primarily for phy- 
sicians. Members of the House of Delegates, officers 
of state and county medical societies, officers of the 
Association, executive secretaries and public rela- 
tion personnel are cordially invited. 

* * 
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An eight-week radio transcription series on rural 
health entitled “Help Yourself to Health” was re- 
leased October 15 by the AMA’s Bureau of Health 
Education to state and county medical societies. The 
series consists largely of true sturies about small 
American communities which have successfully 
solved their health problems through local initiative 
and effort. Each program runs 15 minutes. 

Covered in the series are such vital topics as “How 
Small Towns Can Get a Doctor,” “How Small Towns 
Can Keep a Doctor,” “Training Rural Doctors,” 
“Working Together for Health” (health councils) 
and “Projects for Your Health Council.” The theme 
that “self-help is the American way” runs through- 
out the programs. hr 

The American Medical Association has joined with 
the U.S. Public Health Service, the U.S. Bureau of 
Animal Industry, the American Public Health As- 
sociation, and the American Veterinary Medical As- 
sociation in sponsoring a National Conference on 
Trichinosis. The meeting is scheduled for December 
12 at AMA Headquarters, Chicago. 

* * 


Outstanding leaders in medicine and medical ed- 
ucation will be featured on the program of the 1952 
annual session of the House of Delegates of the Stu- 
dent American Medical Association December 29-30 
at the Sheraton Hotel, Chicago. 

Dr. Walter C. Alvarez, Chicago, will speak De- 
cember 30 on “The Disappearing Art of Diagnosing 
with the Eves and Ears.” John Van Nuys, M.D., 
dean, Indiana University School of Medicine, will be 
the principal luncheon speaker the same day, dis- 
cussing “A Dean and His Problems.” 

Also included on the intensive two-day schedule 
will be a luncheon given by the Blue Shield Medical 
Care Plans and a buffet supper by Abbott Labora- 
tories of North Chicago. 

% 

Two British films—‘Some Aspects of Cancer- 
Skin” and “Some Aspects of Cancer-Rectum’’—are 
now available from the AMA’s Committee on Medi- 
cal Motion Pictures. The films are suitable for pro- 
fessional meeting only. 


AMERICAN ACADEMY OF GENERAL PRACTICE 


A significant award unique in medical journalism 
has been bestowed upon GP by the American Insti- 
tute of Graphic Arts, Mac. F. Cahal, publisher 
of GP, announced recently. The awards, made an- 
nually to outstanding magazines by the Institute, 
were made public at the opening of an exhibition 
of the honored publications in the Main Gallery of 
the Artists Equity Building in New York City. 
Selection of winners has been made from leading 
magazines in the nation, including many medical 
magazines. 

Certificates were presented to each winner from 
the Institute. The certificate given GP cites this 
medical magazine for its excellence in graphic pres- 
entation. Typical pages from GP have been selected 
to go into the brochure which will be distributed 
nationally as a tribute to the chosen magazines. 


AMERICAN ACADEMY OF OBSTETRICS 
AND GYNECOLOGY 


The first annual clinical session of the American 
Academy of Obstetrics and Gynecology will be held 
December 15-17 at the Palmer House, Chicago. 

Election of officers will take place at the annual 
business meeting Tuesday morning. 
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NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


The National Foundation for Infantile Paralysis 
announces the availability of a limited number of 
postdoctoral fellowships in the field of public health 
and preventive medicine. The purpose of these Na- 
tional Foundation fellowships is to prepare physi- 
cians to fill the many vacancies existing in public 
health and preventive medicine, with priority to 
bom ny who are interested in entering the teaching 
ield. 

The fellowships are for one or more years at an 
approved school of public health, with a period of 
field experience when arranged by the school. Sti- 
pends to Fellows are based on the individual need 
of each applicant. Fellowships may cover tuition, 
maintenance and an allowance for books, if required. 
An appropriation of $330,600 in March of Dimes 
funds has been made to cover the cost of the pro- 
gram. 

Complete information concerning qualifications 
and applications may be obtained from the Division 
of Professional Education, the National Foundation 
a Paralysis, 120 Broadway, New York 


CLINICAL CONFERENCE OF THE CHICAGO 
MEDICAL SOCIETY 


March 3, 1953, will mark the opening day of the 

ninth annual Clinical Conference of the Chicago 
Medical Society. This conference is designed to be 
of interest to both the specialist and the general 
practitioner. It will be held at the Palmer House in 
Chicago and will present a variety of subjects set- 
ting forth the latest information available to the 
medical profession. 
_ Conducting the conference will be a faculty rang- 
ing from 35 to 40 outstanding speakers, each offer- 
ing a presentation relating to their specialty. In 
addition, another group will give daily teaching 
demonstrations which will include the presentation 
of patients. They will emphasize the actual tech- 
nique to be employed in handling orthopedic, medi- 
cal, and pediatric problems. In addition to these 
daily demonstrations, there will be a panel discussion 
at a round table luncheon presenting topies of timely 
interest. 

This is an activity of the Chicago Medical Society 
for its membership to whom no fee is charged. 
Those who are not members of the Chicago Medical 
Society are asked to register for the four days at 
the nominal fee of $5.00. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The American Medical Writers’ Association at its 
ninth annual meeting held in St. Louis October 1, 
accepted a gift in excess of $2,000 from Harold 
Swanberg, M.D., Quincy, Illinois, secretary of the 
association, to establish an “Honor Award for Dis- 
tinguished Service in Medical Journalism.” In ac- 
cepting the gift it was specified that the award (a 
plaque) be given each year at the Association’s 
annual meeting, “for accuracy, clarity, and concise- 
ness of published articles, editorials and other ma- 
terial, and/or distinguished and meritorious service, 
rendered by a United States or Canadian medical 
periodical.” The award is akin to the Pulitzer Prize 
in Journalism, which is given annually for meritor- 
ious public service rendered by a United States 
newspaper. 

Nominations for the award must be made in writ- 
ing and accompanied by an exhibit, in scrapbook 
form, of supporting material as published during 
the preceding year, with dates of publication. Nomi- 
nations must be made on or before February 1 of 
each year, addressed to the Secretary, American 
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Medical Writers’ Association, (W.C.U. Building, 
Quincy, Illinois). All nominations will be evaluated 
by a special review committee who submit recom- 
mendations to the Association’s Awards Committee, 
who makes the actual selection of the winner. No 
medical periodical may receive the award more than 
once in a decade. 

This is believed to be the first award of this type 
to be established in North America and both the 
donor and the Association hold it will further aid in 
carrying out the principal object of the Association 
—“to help maintain and advance high standards of 
medical literature.” 

* 

New officers of the American Medical Writers’ 
Association following the recent meeting in St. 
Louis include Dr. Lewis J. Moorman, president; 
Dr. Jacob E. Reisch, president-elect, and Dr, Har- 
old Swanberg, secretary-treasurer. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


The November issue of the Mississippi Valley 
Medical Journal and Radiologic Review is the Fift 
Annual “Radiation Therapy Number” of that publi- 
cation. This special issue is limited to original, prac- 
tical papers on radiation therapy contributed by 
leading specialists. All the papers have been espe- 
cially written for this number and are designed to 
appeal to physicians in the general practice of medi- 
cine and surgery. 

This is the only medical journal publishing a spe- 
cial number in this special field of therapy. It is 
especially designed to help keep non-radiologists 
informed of the advances being made in this spe- 
cialty. The papers are well written and reasonably 
short and practical, and should arouse in the gen- 
eral profession a greater appreciation of the accom- 
plishments of radiation therapy. 


INSTITUTE OF INDUSTRIAL HEALTH 


The Institute of Industrial Health of the Univer- 
sity of Cincinnati will accept applications for a 
limited number of fellowships offered to qualified 
candidates who wish to pursue a graduate course 
of instruction in preparation for the practice of 
industrial medicine. Any registered physician who 
is a graduate of a Class A medical school and who 
has completed satisfactorily at least two years of 
training in a hospital accredited by the American 
Medical Association may apply for a fellowship in 
the Institute of Industrial Health. (Service in the 
Armed Forces or private practice may be substi- 
tuted for one year of training.) 

Requests for additional information should be ad- 
dressed to the Institute of Industrial Health, College 
of Medicine, Eden and Bethesda, Cincinnati 19, Ohio. 


BOYER APPOINTED TO A. C. C. P. 
COMMITTEE 


Dr. Philip A. Boyer, associate medical director of 
Schenley Laboratories, Inc., has been appointed a 
member of the Committee on Resident Fellowships 
of the American College of Chest Physicians, ac- 
cording to an announcement by Dr. Andrew L. 
Banyai, president of the medical group. 

Purpose of the committee is to establish fellow- 
ships in the United States for physicians from other 
countries, Governors and regents in 63 countries 
where there are College members are cooperating 
in the program. 

Dr. Boyer, who received his medical degree from 
the University of Pennsylvania in 1940, has been 
associate medical director of Schenley Laboratories 
since June, 1951. He was formerly associated with 
Lederle Laboratories. 
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DEPARTMENT OF THE ARMY 


The 8055 Mobile Army Surgical Hospital, the first 
of its kind in Korea, has just treated and evacuated 
its fifty-thousandth battle casualty. 

The 200-bed mobile hospital, organized two weeks 
after the outbreak of the Korean war, has been at 
its present location, just behind the front lines, since 
last October. Helicopters and ambulances have 
brought in wounded troops from American, Korean, 
British, Canadian, Australian, New Zealand, Fili- 
pino, Turkish, Colombian, Ethiopian, Thai, French, 
Netherland, Belgian, Luxembourg, and Greek units. 
Hospital personnel take pride in the amazing patient 
recovery rate of 99.8 per cent. 

* * 


A study that will include all of the Army’s large 
hospitals was launched by prominent civilian spec- 
ialists in medicine, surgery and psychiatry October 
20 at Fitzsimons Army Hospital, Denver, Colorado, 
according to Major Gen. George E. Armstrong, Army 
Surgeon General. 

The teams were organized by Dr. Joseph M. Hay- 
man, Jr., of Cleveland, consultant to the Surgeon 
General in internal medicine. Each group will eval- 
uate the training programs set up for both in- 
terns and resident physicians and the part taken by 
the regular staff and consultants in training younger 
men. 

Their studies will cover ratio of patients to in- 
tern and residents, and degree of their responsibil- 
ity, the adequacy of supervision, teaching rounds and 
conferences, record of trainees with specialty boards, 
qualifications of training officers and comparison of 
regular staff and consultants in relation to the train- 
ing program. 


FEDERAL SECURITY AGENCY 


Public Health Service 

Yellow fever vaccine, heretofore produced exclu- 
sively by the Public Health Service, will be man- 
ufactured in the future by a nationaily known 
pharmaceutical firm, it was announced recently by 
Surgeon General Leonard A. Scheele of the Public 
Health Service. Dr. Scheele’s announcement was 
made jointly with the National Drug Company of 
Philadelphia and the Armed Services Medical Pro- 
curement Agency. 

Withdrawal of the Government from yellow fever 
vaccine production is in accord with Public Health 
Service policy of turning over to the pharmaceutical 
industry the manufacture of biologic products once 
large-scale production becomes feasible. 

The Surgeon General pointed out that manufac- 
ture of the vaccine by the National Drug Company 
does not alter the regulations governing distribu- 
tion. All eligible consumers now receiving the vac- 
cine may continue to do so. Clinics issuing yellow 
fever vaccine certificates are designated by the Pub- 
lic Health Service in accord with the international 
sanitary regulations of the World Health Organiza- 
tion. Vaccination certificates must be obtained by 
travelers from a designated clinic in order to be 
valid for international travel. 

* * 


An expanded Visiting Scientist Program at the 
National Institutes of Health in Bethesda, Mary- 
land, has been announced by Surgeon General 
Leonard A. Scheele of the Public Health Service, 
Federal Security Agency. Under this program, re- 
search workers with demonstrated ability and spec- 
ialized training are invited to conduct their inves- 
tigations at the Public Health Service’s laboratories 
in Bethesda for periods of time ranging from a few 


weeks to two years. 
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Dr. Joseph F. van Ackeren was appointed Chief 
Medical Officer of the Coast Guard effective Octo- 
ber 1, 1952. Dr. van Ackeren succeeds Dr. Paul M. 
Stewart, who has reached the age of mandatory re- 
tirement. 

(BULLETIN BOARD CONTINUED ON PAGE 644) 


BOOK REVIEWS 


Correlative Cardiology: An Integration of 
Cardiac Function and the Management of 
Cardiac Diseases. By Carl F. Shaffer, M.D., 
F.A.C.P., Associate Professor of Clinical 
Medicine, Baylor University College of 
Medicine; and Don W. Chapman, M.D., 
F.A.C.P., Associate Professor of Medicine, 
Baylor University College of Medicine. 525 
pages, illustrated. Price, $9.50. Philadel- 
phia and London: W. B. Saunders Company, 
1952. 

The most interesting aspect of this book is fs 
method of presentation: the outline form is followed 
throughout. The work was designed by the authors 
to correlate the phases of anatomy, physiology, 
pathology, and abnormal or pathologic physiology 
which pertain to the diagnosis of cardiac disease. 
They have achieved their purpose in simple, con- 
cise statements coupled with diagnostic illustrations, 
thus enabling the student to comprehend more easily 
the manifestations of normal and abnormal cardio- 
vascular systems. 

However, the use of the outline form in a book 
such as this has one serious limitation. Various atti- 
tudes cannot be adequately presented, and dogma- 
tism inevitably results. From the student’s point of 
view, therefore, the book cannot adequately replace 
existing texts on cardiology. 


The Old Egyptian Medical Papyri. By 
Chauncey D. Leake, Ph.D. University of 
Texas. (The Logan Clendening Lectures on 
the History and Philosophy of Medicine, 
second series.) 108 pages. Price, $2.00. Law- 
rence, Kansas: University of Kansas Press, 
1952. 

The eight Egyptian medical papyri now extant 
have been the subject of a great deal of interest, 
both for their content and their style. Dr. Leake, 
who is primarily a pharmacologist professionally, 
has been working with one of them, the Hearst 
Medical Papyrus, for some time. The present small 
volume presents his lectures on the subject in the 
second of a memorial series endowed by Mrs. Logan 
Clendening, widow of the well known Kansas in- 
ternist and devotee of belles lettres. 

The subject matter is concerned with a review of 
the medical papyri, an evaluation of weights and 
measures in them, and of Egyptian therapeutics. 
In addition, Dr. Leake deals specifically with his 
personal specialty, the Hearst document. An appen- 
dix gives a list of prescriptions in that work. 

The pharmacology of ancient Egyptian medicine 
was an extensive one, and it has received a great 
deal of attention through antiquity to the present 
time, Gradually, those who have studied the subject 
have realized that the trend of Egyptian medicine 
away from magic and toward empirical and rational 
observation is well demonstrated in its pharma- 
cology. Dr. Leake brings home this view in his lec- 
tures, and supports it in a variety of ways, His 
recent studies of Egyptian volume measurements 
and drug dosages receive some attention, and an 
amusing note is that later Egyptian volumes de- 
clined absolutely in the face of increased commerce 
and inflation. 
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Those who are casually interested in the history 
of medicine will enjoy skimming through this book. 
Readers who are interested in special problems will 
find new analyses and facts in it. The volume makes 
an excellent companion to Henry Sigerist’s general 
consideration of Egyptian medicine in the first 
volume of his A History of Medicine. 


Physiological Bases of Gynecology and Ob- 

stetrics. By S. R. M. Reynolds, Ph.D., D.Sc. 

156 pages. Price, $5.50. Springfield, Illinois: 

Charles C Thomas, Publisher, 1952. 

This is a relatively short collection of lectures 
concerning the fundamental principles of physiology 
of the uterus which are covered in a much more 
intensive fashion than in the author’s textbook on 
Physiology of the Uterus. 

The material is presented in a simplified man- 
ner so that it can be readily understood. A recom- 
mended supplementary reading list is included, al- 
though no bibliography is given. Anyone interested 
= — information should seek it in the other 

ook. 

The author’s main point is stated in the first 
chapter, in which he points out three factors of 
primary interest: (1) uterine growth, (2) uterine 
motility, and (3) uterine vascularity. He returns 
again and again to the thesis that these factors are 
interrelated and interdependent. 

For anyone interested in the field of obstetrics 
and gynecology, this is not only an interesting but 
an instructive book in regard to the most funda- 
mental physiologic viewpoints. 


Gynecologic and Obstetric Pathology with 
Clinical and Endocrine Relations. By Emil 
Novak, M.D., D.Se. Ed. 3. 595 pages with 
630 illustrations, 19 in color. Price, $10.00. 
Philadelphia and London: W. B. Saunders 
Company, 1952. 

This book needs no review since it has been the 
most popular book on the subject for many years. 
The author has revised many of the previous sec- 
tions and added considerable new material, thus 
bringing it up to date. 

Many new and interesting plates, both color and 
black and white, are included. The book is a “must” 
for the practitioner of obstetrics and gynecology, 
and for the general surgeon, It is also an essential 
requirement for the medical student. 


Pardon My Sneeze. By Milton Millman, 

M.D., Fellow of the American Academy of 

Allergy, Member of the American College 

of Allergists. 217 pages with several illus- 

trations. San Diego: Frye & Smith, 1952. 
This book is of interest to the physician devoting 
his time to allergy, of greater interest to the gen- 
eral practitioner, but of greatest value to the aller- 

gic individual and to those in charge of his care. 
Along with Dr. Millman’s experience in the prac- 
tice of allergy, he seems to have acquired the ability 
to write so that the patient can understand and 
benefit from the contents of this book. The chapter 
on “Nervousness and Allergy” particularly has been 
presented in such a way as to be understood by such 
sufferers. Chapter 21, on “Common Food Contacts,” 
though somewhat long, should be of inestimable 
value to the general practitioner and to the patient. 
This is a book that will be of interest and help 
to any doctor or layman who is interested in allergy. 
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Inu Memoriam 


Lewis R. Gaskin, M.D. 

Dr. Lewis R. Gaskin was born in Kershaw County, 
South Carolina, January 11, 1896. He was graduated 
from the University of South Carolina in 1917 and 
obtained his M.D. degree from the Medical College 
of South Carolina in 1921. He engaged in general 
practice in Mt. Crogham, South Carolina until 1925. 
In April, 1925, Dr. Gaskin moved to Albemarle, 
North Carolina, where he continued in general prac- 
tice until the time of his death, June 9, 1952. 

Dr. Gaskin married Miss Ruth James September 
26, 1922, and from this marriage there were four 
children—Erleen, E. Reed, Ann, and Lewis J. In 
January, 1938, Dr. Gaskin married Betty Barrett 
Palmer. 

Dr. “Lewis,” as he was usually called, was a 
hard-working, zealous practitioner who took an 
active interest in the affairs of the medical societies 
and in the hospital. He devoted much time and his 
talents to the work of the Baptist church, of which 
he was a member. At the time of his death he was 
chief of the Stanly County Hospital Medical Staff. 

Resolution 

Whereas, The Stanly County Medical Society has 
suffered a severe loss in the untimely death of Dr. 
Lewis R. Gaskin, who succumbed to a sudden heart 
attack on June 9, 1952, 

Therefore, Be it resolved by the members of the 
Stanly County Medical Society, that the accompany- 
ing biography, as weil as this resolution expressing 
deep regret at the loss of their colleague and ex- 
tending sincere sympathy to the family of the de- 
ceased, be made a part of the minutes of the said 
society as a testimonial of the honor and esteem 
which the members of the society hold of the mem- 
ory of Dr. Lewis R, Gaskin, 

Dated this seventh day of October, 1952, at Albe- 
marle, N. C. 

Resolutions Committee: 
DENNIS B. FOX, M.D. 
T. F. KELLEY, M.D. 
W. L. McLEOD, M.D. 


Joseph Ward Hooper, M.D. 

Whereas it hath pleased Almighty God, our 
Heavenly Father, in His infinite wisdom to call our 
eminent colleague and faithful member, Dr. Joseph 
Ward Hooper, from a life of devoted service to his 
fellow man in this world, to a richer fuller service 
in the world beyond the grave, and 

Whereas the New Hanover County Medical So- 
ciety is deeply conscious of the great loss that has 
been sustained by the Society, in which his place 
cannot easily be filled, and by this entire community 
where his expert surgical skill, coupled with a keen 
and wise judgment, has served his countless patients 
for many years, and 

Whereas the memory of Dr. Hooper will long live 
on in this community as a skilled surgeon and a 
loyal co-worker and friend, 

Be it resolved the New Hanover County Medical 
Society, in meeting assembled will go on record in 
deep appreciation of the life and works of Dr. 
Hooper, and 

Be it further resolved that a copy of these reso- 
lutions be sent to the family of Dr. Hooper, to the 
local press, to the North Carolina Medical Journal, 
and a copy be kept in the permanent record of the 


Society. 
JOHN B. CRANMER, M.D. 
Chairman 
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S. Everett Koonce, M.D. 

Whereas it hath pleased Almighty God to call 
unto Himself His faithful servant and our valued 
member and co-worker, Dr. S. Everett Koonce, and 

Whereas the New Hanover County Medical So- 
ciety has a deep sense of the great loss to the 
Society in the passing of Dr. Koonce, who was one 
of its most faithful members, and to this whole 
community where, during his long years of prac- 
tice, he gave so freely and conscientiously of his 
talents, first as a practicing physician and later as 
an expert eye, ear, nose, and throat specialist, and 

Whereas it is a matter of deserved record that 
Dr. Koonce’s long life of earnest endeavor from 
1896 to 1908, first in Jones County and later in 
Wilmington as a general practitioner, and again in 
his. specialty in Wilmington from 1908 until his 
retirement in 1948, has set an example of honest, 
faithful service, long to be remembered 

Therefore, be it resolved that a copy of these 
resolutions be sent to the family of Dr. Koonce, to 
the local press, to the North Carolina Medical Jour- 
nal, and a copy placed in the permanent records of 
the New Hanover County Medical Society. 

JOHN B. CRANMER, M.D. 
Chairman 


BULLETIN BOARD 


(CONTINUED FROM PAGE 643) 


Further expansion of occupational health services 
in industry to conserve the health of American man- 
power was urged by the Advisory Committee to the 
Public Health Service on Occupational Health at its 
annual meeting in Washington, D. C. in October. 

The committee called attention to the fact that 85 
per cent of American workers do not have the bene- 
fit of occupational health services. It revealed that 
sickness absenteeism in industry accounts for a loss 
equivalent to 2,000,000 workers off the job every day. 

The committee recommended that the Public 
Health Service increase its activities with manage- 
ment and labor, physicians and the other health pro- 
fessions, and the general public to bring about wider 
understanding. 

* * * 

Dr. Leonard A. Scheele, Surgeon General of the 
Public HeaJth Service, announced recently the ap- 
pointment of Doctor David E. Price to the newly 
created post of Assistant Surgeon General. 

Doctor Price has been Associate Director of the 
National Institutes of Health, research branch of the 
Service, for the past two years. In his new assign- 
ment, he will assist the Surgeon General and the 
Deputy Surgeon General in the administration of the 
Public Health Service. 


Winthrop-Stearns Introduces 
Potent Antispasmodic Agent 
A potent antispasmodic for use in the treatment 
of parkinsonism (Parkinson’s disease) has been in- 
troduced nationally by Winthrop-Stearns, Inc., ac- 
cording to Dr, Theodore G, Klumpp, president. 
The preparation, called Pipanol hydrochloride, 
combines an unusually high degree of clinical effec- 
tiveness with a complete absence of side effects in 
the great majority of cases, It is indicated in park- 
insonism whether of postencephalitic, idiopathic, or 
arteriosclerotic origin, it has been shown by phar- 
macologic and clinical studies covering a three year 
period, Pipanol hydrochloride has proven especially 
valuable in arteriosclerotic parkinsonism, because, 
unlike atropine, it does not appear to precipitate 
glaucoma. 
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CM OF 
9 SIGMOID MOTILITY JS. 
6 
3 
° Tt 
BANTHINE 100 MGM PO 
9 
6 
3 
MINUTES 


The effect of 100 mg. of Banthine on sigmoid motility. The con- 
tractions did not return during the experimental period.! 


In Intestinal Hypermotility—Banthine 


*..has a prolonged inhibitory effect on human 
gastrointestinal motility. ... 
The duration of its action is striking,....? 


It has also been observed that definite retardation in gastro- 
intestinal transit time in individuals with hypermotility was 
attributable to the therapeutic effect of Banthine.? 


BANTHINE?® Bromide (brand of methantheline bromide)— 
a true anticholinergic—is available for oral and parenteral use. 


1. Kern, F., Jr.; Almy, T. P., and Stolk, N. J.: Effects of Certain Anti- 
spasmodic Drugs on the Intact Human Colon, with Special Reference to 
ae Banthine (8-Diethylaminoethyl Xanthene-9-Carboxylate Methobromide), 
Am. J. Med. //:67 (July) 1951. 
—_, 2. Lepore, M. J.; Golden, R., and Flood, C. A.: Oral Banthine, an Effec- 
tive Depressor of Gastrointestinal Motility, Gastroenterology /7:551 (April) 
1951. 


RESEARCH IN THE SERVICE OF MEDICINE S F A R L f 
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GREENSBORO’S FINEST 


Garden Terrace 


Convalescent 


Home 


3 Registered Nurses in Charge 
Convalescent and invalid patients 
obtain the best of care under com- 
petent attendants. Good food. 


NEW LOW WARD RATES 
OF $150.00 MONTHLY 


Dial 3-3287 
4604 Winston Road 


Approved by The American Medi- 

cal Association. Members of N. C. 

Hospital Association and The 

American Hospital Association. Mary Newcomer, Business Mgr. 
Lucille Thorpe, R.N., Supervisor 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
COME FROM DENTISTS 60 TO 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


ALSO HOSPITAL INSURANCE 
Single Double i Quadruple 

60 days in Hospital .-..- 5.00 per day 10.00 per day F 20.00 per day 
30 days of Nurse at Home... . 5.00 per day 10.00 per day .00 20.00 per day 
Laboratory Fees in Hospital. = 5.00 10.00 15.00 20.00 
Anesthetic in Hospital. 
X-Ray in Hospital 
Medicines in Hospital. 
Ambulance to or from Hospital 


Adult 
Child to ‘age 79. 
Child over age 19 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 years under the same management 


400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 


wil, 
XXII 
Me = 
COSTS (Quarterly) 
2.50 5.00 7.50 10.00 | 
1.50 3.00 4.50 6.00 
50 | 
| 
| | 


November, 1952 ADVERTISEMENTS XXIII 


new uniform oral dosage 


+ 


in muscle spasm of in acute in certain 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When Tolserol is 
given between meals, it is desirable that the patient first 
drink 14, glass of milk or fruit juice. 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 


SQUIBB 


*TOLSEROL’ TREG. U. S. PAT. OFF.) IS A TRADEMARK OF €.R. SQUIBB & SONS 7 
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Dilaudid hydrochloride 


(dihydromorphinone hydrochloride) 


COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


Dependable for relief of pain and cough, not administered 
for hypnosis. 


@ Dilaudid is subject to Federal narcotic regulations. Dilaudid, Trade Mark Bilhuber, 


Corp. Oran 


. 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation, 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, ete. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


\ 
| 

XXIV 
| 
‘ 
AY 
i “ie 
\ 
4 
Pita 
4 
e N J 2 


November, 1952 ADVERTISEMENTS 


Always ready 


to abort 
the 


easy to carry... 


in pocket or purse 


KS 


Win THIS quick-acting bronchodilating powder, 
it is now possible for many chronic asthmatics to lead 
useful, happy lives. When the asthmatic feels a bron- 
chospasm impending he can merely take three or four 
inhalations of NORISODRINE Sulfate Powder and the 
attack usually subsides at once. 

The patient carries this therapy with him. He uses 
the AEROHALOR, Abbott's handy, smoke-it-like-a-pipe 
powder inhaler. No need to leave the job, no injections 
no cumbersome equipment. 

Clinical investigators':?: have found NORISODRINE 
effective against both mild and severe asthma. The drug 
is a sympathomimetic amine with a marked broncho- 
dilating effect and relatively low toxicity. With proper 
administration, side-effects are few and usually minor. No C 1 S O i 1 Nn eC 

Before prescribing this potent drug, however, the 
physician should familiarize himself with administra- 
tion, dosage and precautions. Professional literature SULFATE POWDER 
may be obtained by writing Abbott ObGott (ISOPROPYLARTERENOL SULFATE, ABBOTT) 


Laboratories, North Chicago, Illinois. 


27) 


1. Kaufman, R., and Farmer, L. (1951), Norisodrine by Aerohalor for saad with the AEROHALOR 


in Asthma, Ann. Allergy, 9:89, January-February. 4 - 9 
2. Swartz, H. (1950), Norisodrine Sulphate (25 Per Cent) Dust Abbott's Pou der Inhaler 
Inhalation in Severe Asthma, Ann. Allergy, 8:488, July-August. 

3. Krasno, L., Grossman, M., and Ivy, A. (1949), The Inhalation 

of 1-(3',4’-Dihydroxyphenyl)-2-Isopropylaminoethanol (Noriso- 

drine Sulfate Dust), J. Allergy, 20:111, March. 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 


Director 
Daniel D. Chiles, M.D. 


James K. Morrow, M.D. 
Wendell T. Wingett, M.D. 


Thomas E. Painter, M.D. 
James L. Chitwood, M.D. 


Medical Consultant 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


413-21 Stuart Circle 


Surgery: 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Medicine: 
Alexander G. Brown, Jr., M.D. 
Manfred Call, III, M.D. 

M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Orthopedics: 
overly B, Clary, M.D. 
Roentgenology and Radiology: 
arles / Onead, WD. 
Hunter B. Frischkorn, Jr., M.D. 
William C, Barr, M.D. 
Ophthalmology, Otolaryngology: Physiotherapy: 
W. L. Mason, M.D. 


Bacteriology : 


Pathology: 
Forrest Spindle 


Regena Beck, M.D. 


Director: 
Charles C, Hough 
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XXVII 


DER FORM 


The powder form of Baker’s Modified Milk is suggested for complemental 
and supplemental feeding because: 


1. The powder form may be safely used for an indefinite time after 
the can has been opened. 


2. Individual feedings may be prepared as needed—without the loss 
of the remainder of the can’s contents. 


3. Because of the similarity of its fat chemistry to that of human 
milk fat and its zero curd tension in the stomach of the infant, 
Baker’s is well-tolerated when used as a complemental or a supple- 
mental feeding. 


4. Since Baker’s powder and liquid are identical except for their 
yhysical form, feedings for the infant whose present formula is 
Baker's Modified Milk powder may be changed later to Baker’s 
liquid without subjecting the baby to any changes in fat chemistry, 
protein, mineral balance, ete. 


Because of its fat composition, relatively high protein content and extreme 
flexibility, Baker’s Modified Milk eh is especially well-tolerated by 
the newborn and is particularly helpful in feeding the premature infant. 


Both powder and liquid are prepared from high-quality milk* and contain 
adequate amounts of all known nortan, vitamins (except C) as 
well as suflicient iron ammonium citrate to supply 7.5 milligrams of iron 
per quart of normal dilution. 


Baker’s Modified Milk powder is available in one-pound cans. One pound 
of powder makes approximately four quarts of formula of normal dilution. 


Baker's products are ethically promoted and ethically distributed. 


BAKER’ 
THE BAKER LABORATORIES INC. 

Main Office: Cleveland, Ohio Division Offices: Atlanta, Dallas, Denver, 

Plant: East Troy, Wisconsin 


S MODIFIED MILK 


2% Made from Grade A milk 
(U. S. Public Health Service 
Milk Code) which has been 

dified by repli: of 
the milk fat with animal 
and vegetable oils and by 
the addition of carbohy- 
drates, vitamins and iron. 
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Modern §LECTROCARDIOGRAPHY 


The A.M. A. approved Burdick EK - 2 
Direct-Recording Electrocardiograph is a 
precision diagnostic instrument with 
simplified design. It enables the doctor 
or technician to take clear, reliable, and 
permanent cardiograms easily and 
quickly. The record is produced by a 
heated stylus moving over heat-sensitive 
paper. 

Lead-Selector switch has positions for 
all leads used in modern electrocardio- 
graphy: Std., 1, 2, 3, aVR, aVL, aVF, 
¥, CE; OR CL, 


Powers & Anderson 
Norfolk, Va. Winston-Salem, N. C. 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M.D. 


GREENSBORO, 


North 


Established in 1904 and continuously operated since that date for 
the medical treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WorTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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Doctor, 


be your own 

judge... 
try this 

simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


. A Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 


PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Major General William F. Dean, of Berkeley, California Medal of Honor. In the 
hard early days of the Korean War, when it was Red armor against American 
rifles, General Dean chose to fight in the most seriously threatened parts of the 
line with his men. At Taejon, just before his position was overrun, he was last 
seen hurling hand grenades defiantly at tanks. 

General William Dean knew in his heart that it’s every man’s duty to defend 
America. You know it, too. The General's job was in Korea and he did it superbly 
well. Your defense job is here at home. And one of the best ways to do that job is 
to start right now buying your full share of United States Defense* Bonds. For 


remember, your Defense Bonds help keep America strong, just as soldiers like 
General Dean keep America safe. And only through America’s strength ean your 
nation... and your family ... and you... have a life of security. 

Defense is your job, too, For the sake of all our servicemen, for your own sake, 
help make this land so powerful that no American again may have to die in war. 


Buy United States Defense* Bonds now—for peace! 


Remember that when you’re buying 
bonds for national defense, you’re 
also building a personal reserve of 
cash savings. Remember, too, that if 
you don’t save regularly, you generally 
don’t save at all. Money you take 


home usually is money spent. So sign 
up today in the Payroll Savings Plan 
where you work, or the Bond-A- 
Month Plan where you bank. For 
your country’s security, and your 
own, buy U. S. Defense Bonds now! 


"LS. Savings Bonds are Defense Bonds - Buy them regularly! 
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Specializing in the Treatment of Al oholism 


THE KEELEY INSTITUTE 

‘ 4 4 4 4 
447 W. WASHINGTON ST PHONE 2-4413 


GREENSBORO, N. C. 


MEMBER NORTH CAROLINA HOSPITAL ASSOCIATION 
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FSTABLISHED 1911 


SANATORIUM 


Sta, PAUL V. ANDERSON, M.D. 
ff President 


eA private psychiatric hospital em- 


ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D, 


ment procedures—clectro shock, in- 


sulin, psychotherapy, occupational and Rasictase 
recreational therapy—for nervous and THOMAS F. COATES, M.D. 
A sate 
mental disorders and problems of — i 
R. H. CRYTZER, Administrator 


addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Eighteen Years of Satisfactory Service to the Medical Profession 
HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable ofter one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


: Loss of Time: Pays $400.00 per month 
i for Total Disability due to ACCIDENT LIFE 
Loss of Time: Pays $400.00 per month 
for Total Disability due to SICKNESS up to $9600.00 
; Hospital or Graduate Nurse ot home, 
” $200.00 per month, additionally, up to 400.00 
Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 100.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
WRITE 


RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 
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APPEARING REGULARLY IN THE J. A. M. A 
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ADVERTISEMENTS 


“Is it too late, Doctor?” 


Fortunately, it’s not too late for more 
and more Americans who are going to 
their doctors in time... at the first sign 
of any one of the seven danger signals 
which may mean cancer: (1) any sore 
that does not heal (2) a lump or thick- 
ening, in the breast or elsewhere (3) 
unusual bleeding or discharge (4) any 
change in a wart or mole (5) persistent 
indigestion or difficulty in swallowing 
(6) persistent hoarseness or cough (7) 
any change in normal bowel habits. 


By showing Americans what they can 
do to protect themselves and_ their 
families against cancer, the American 
Cancer Society is saving thousands of 
lives today. By supporting science and 
medicine in the search for the causes 
and cures of cancer, the Society hopes 
to save countless more tomorrow. To 
guard yourself, and those you love, 
against cancer, call the nearest office of 
the American Cancer Society or ad- 
dress your inquiry to “Cancer” in care 
of your local Post Office. 


American Cancer Society 
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OTOSCOPE- 
OPHTHALMOSCOPE 
DIAGNOSTIC SETS 


This No. 983 set includes Welch Allyn’s finest 
—the No. 110 ophthalmoscope with instant se- 
lection of clear, pinhole and slit apertures, white- 
line grid and red-free filter; the No. 216 operat- 
ing otoscope, with rotatable speculum holder and 
nylon specula in five sizes; with Welch Allyn large 
or medium battery handle in the No. 21 ‘’San- 
dura” case, which may be sterilized inside and out, 
and is far more compact and durable than old style 
cases. Complete No. 983 set with large handle in 
No. 21-L case, $68.50; with medium handle in No. 
21-M case, $66.50. 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH _ DURHAM 
NORTH CAROLINA 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Vv 


JAS. N. BRAWNER, M.D. 
Medical Director 


ALBERT BRAWNER, M.D. 
Dept. for Men 
JAS. N. BRAWNER, JR., M.D. 
Dept. for Women 


Migraine In Children 


“Migraine may appear during the first years of life. 
The presence of subjective signs, such as headache 
and flimmer scotoma, is often difficult to determine 
in young children. The true nature of the symp- 
toms frequently remains obscure for years.” 


Vahlquist, B. and Hackzell, G.: Acta 
Paediatrica 38: 622 (1949). - 
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In a study of 400 adult migraine patients, it was 
revealed that 34% had suffered attacks before the 
age of 15.* These investigators concluded that 
childhood migraine was a much greater clinical 
problem than was previously believed and that 
psychodynamic mechanisms played an important 
part in the disease. 


These criteria are useful in diagnosis: 
Headache attacks with symptom-free intervals 
plus (at least two of the following) nausea, 
scintillating scotoma, hemicrania, and heredi- 
tary predisposition. 


For symptomatic relief in these cases, Cafer- 
got®, N.N.R. (ergotamine with caffeine) 
may be administered orally. For best results, 
give adequate dosage promptly. 

For children within the age range 7 to 12 years— 
Cafergot® is administered, one tablet when the at- 
tack appears imminent followed by one additional 
tablet within 30 minutes. Not more than two 
Cafergot tablets should be administered to children 
within this age range. 


In the adolescent age group, 12 to 18 years of age, 


the dosage may gradually be increased as necessary 
up to the usual adult dose, i.e., two tablets when 
the attack appears imminent followed by one tab- 
let doses at half hour intervals until the attack is 
aborted. (Total maximum dose for adults: six tab- 
lets for each attack.) 


*Katz, J., Friedman, A.P., and Gisolfi, A.: New York 
State!J. Med. 50: 2269 (Oct.) 1950. 


Sandoz Pharmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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Compliments of pod ay? | 


Wachtel’s, Inc. | 


SURGICAL 
SUPPLIES 


Physicians’ 
Half-Price Rates 


4 years | $4.00 
3 years 3.25 
] year 1.50 


65 Haywood Street 
ASHEVILLE, North Carolina 
P. O. Box 1716 Telephones: 1004-1005 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


James W. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full 


time to the care and service of the patients. ; 
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ASHEVILLE 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 


opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 

Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


Refresh...add zest 
to the hour 


DRINK 
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DID YOU KNOW? 

THAT—While saturated fatty acids pri- 
marily contribute energy to the 
body, unsaturated fatty acids 
have more specific biological 
function. 

THAT—Either arachidonic or linoleic 
acids, present in animal and 
vegetable fats respectively, are 
capable of forming the essen- 
tial unsaturated fatty acids 
needed by the body. 

THAT—Pyridoxine facilitates formation 
of “’tissue essential” fatty acids 
from the fatty acids supplied by 
the diet. 

THAT—Vitamin E has some vital, but 
still, unknown, relationship to 
body use of the unsaturated 
fatty acids. 


The Dairy Council 
WINSTON-SALEM & LEXINGTON 
106 N. Cherry Street 
Winston-Salem, N. C. 
BURLINGTON—DURHAM—RALEIGH 
310 Health Center Bldg. 
Durham, N. C. 

HIGH POINT & GREENSBORO 
105 Piedmont Bldg. 
Greensboro, N. C. 


Edgewood Sanitarium 
Orangeburg, South Carolina 


A private hospital for the study, care and 
treatment of emotional, mental, personality 
and habit disorders. 


Licensed by S. C. State Board of Health 
Approved by American Medical Association 
Member of American Hospital Association 
Member of S. C. Hospital Association 
Member of National Association of 
Private Psychiatric Hospitals 


All recognized psychiatric therapies 
are used as indicated. 


For detailed information, write or call 
ORIN R. YOST, M.D., Medical Director 
100 Beds Phone: 1620 


The eee FOR 


Th EXCEPTIONAL 
ompson CHILDREN 


Homestead Year round private 
home and school for 
School 


infants, children and 
adults on pleasant 
250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BASCOM THOMPSON, Principal 


FREE UNION VIRGINIA 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 


AND ASSOCIATES 


Catalog on Application 
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To Members ot the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 


Below are some of the advantages to you in your Society’s Group Policy, which cannot 

be duplicated individually on the open market. 
1. Covers all types of disability. 
2. Company cannot cancel or restrict your benefits, regardless of number of claims, 

or kind of disease. 

3. Cost at least a third less, due to your Society’s special group rates. 
MORE THAN Boe! 000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 


PLANS AVAILABLE 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE TODAY TO 


J. L. CRUMPTON, State Mgr. 


Dismemberment | Accident and Annual Semi-Annual 
Accidental Death Benefits, Up to Sickness Benefits Premium Premium 
Plan 1 $2,500 Principal $ 5,000.00 $ 25.00 weekly $ 45.00 $23.00 
Plan 2 5,000 Principal 10,000.00 50.00 weekly 90.00 45.50 
Plan 3 5,000 Principal! 15,000.00 75.00 weekly 131.00 66.00 
Plan 4 5,000 Principal 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 


COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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oward 
fuller life for 
epileptics 


DILANTIN. 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is supplied in Kapseals® of 0.03 Gm. (% gr.) and 
0.1 Gm. (1% gr.) in bottles of 100 and 1000. 
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One university has recently graduated sixteen epileptics 
from its regular courses.’ Two have received their Doctor 
of Philosophy degrees, and three have received their 
Master of Arts degrees. One is now an assistant professor, 


another has his own business, and all are gainfully employed. 


DILANTIN, termed by many authorities a “drug of choice™ 
in grand mal and psychomotor seizures, is one of the 

agents chiefly responsible for such admirable results. 
Maximum success with DILANTIN is obtained with 


carefully individualized dosage schedules. 


1. Michael, N.; Ohio State M. J. 48:42, 1952. 
2. Carter, S., in Conn, H. F.: Current Therapy 1952, Philadelphia, 
W. B. Saunders Company, p. 610. 
. Lennox, W. G., in Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, 
ed. 8, Philadelphia, W. B. Saunders Company, 1951, p. 1379. 
4. Lennox, W. G., in Piersol, G. M., and Bortz, E. L.: The Cyclopedia of 
Medicine, Philadelphia, F. A. Davis Company, 1951, Vol. V, p. 215. 


5. Christian, H. A.. The Principles and Practice of Medicine, ed. 16, 
New York, D. Appleton-Century Company, 1947, p. 1370. 
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Mead’s powdered formula 


designed for both full term 
and premature infants 


Excellent tissue turgor and muscle development 
in babies fed Olac® are clearly shown by steadily 
increasing clinical observations. These babies tend 

to gain weight without becoming fat, are sturdy, 

and resist infections well. They are generally vigorous, 
with happy dispositions. They get a strong start 

for a healthy childhood. 


Designed for optimum nutrition of both full term 
and premature infants, Olac supplies milk protein 

in exceptionally generous amounts, to promote 

sturdy growth. Its fat is an easily digested, highly 
refined vegetable oil. Dextri-Maltose® supplements 
the lactose of the milk, to meet energy needs and 
spare protein for its essential tissue-building functions. 


Convenient and simple to use, Olac feedings 
are prepared merely by adding water. A convenient 
special measure is enclosed in each can. One packed 
level measure of Olac to 2 ounces of water gives 

a formula supplying 20 calories per fluid ounce. 
Olac is valuable not only for bottle-fed infants 

but for supplementary and complementary feedings 
of breast-fed infants. 


MEAD JOHNSON & COMPANY 
Evansville 21, Indiana, U. S. A, 
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